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Dowsett, E. B.: Operative Procedure for Cysts of 
the Jaws. Proc. Roy. Soc. Med., Lond., 1931, xxv, 
47. 


The author states that there are two operative 
methods for cysts of the jaws—the closed method 
and the open method. In the closed method a suit- 
able gum flap is raised, the outer wall, the entire 
contents, and the lining membranes of the cyst are 
removed, and the gum flap is then sutured in place. 
This method is suitable only for small cysts. The 
author prefers the open method. In this procedure a 
flap of gum is lifted so that it is quite free from the 
lateral limits of the cyst cavity, the dissection is 
carried out beyond the depths of the sulcus so as 
to free all of the soft tissues from the limits of the 
entire outer side of the cyst, the cyst is then opened, 
and the exposed cyst wall and membrane are re- 
moved. Dowsett leaves the lining membrane intact 
on the inner wall of the cyst except in cases of long- 
standing suppuration. In the latter he places the 
original flap in such a way that its raw surface lies 
against the raw surface dissected from the cyst 
wall. When this is done the entire bone cavity be- 
comes saucer-shaped and open to the mouth and is 
soon completely covered with epithelium. 

Jonn H. GaArtock, M.D. 


Lindner, E.: Studies on the Etiology of Osteomye- 
litis of the Jaw on the Basis of the Case Histo- 
ries in the Dental Institute and Surgical Poly- 
clinic in Munich (Untersuchungen ueber die 
Aetiologie der Osteomyelitis der Kiefer an Hand von 
Krankengeschichten aus dem zahnaerztlichen In- 
stitut und der chirurgischen Poliklinik Muenchen). 
Deutsche Monatsschr. f. Zahnh., 1931, xlix, 580. 


As the lower jaw is involved in only 1.9 per cent of 
all cases of osteomyelitis and the upper jaw is in- 
volved even less frequently, osteomyelitis of the jaws 
is discussed only briefly in the textbooks on general 
surgery. The lower jaw resembles the long tubular 
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bones in its structure as it is supplied entirely by a 
central vessel which gives off branches to the marrow 
cavity. The small branches do not anastomose with 
other vessels. Therefore when they become ob- 
structed the obstruction interferes with the nutrition 
of the area supplied by them and necrosis results. 
Obstruction may be caused by thrombosis resulting 
from an inflammatory process. Whether the vessel 
is blocked by a thrombus or masses of bacteria, there 
occurs a nutritional disturbance leading to marked 
hyperemia and extravasation of serous fluid. Pus 
accumulates in the medulla in multiple pockets or 
as a single large abscess. Osteitis and periostitis 
develop. The causative agents are usually the 
staphylococcus pyogenes aureus and staphylococcus 
pyogenes albus. Sometimes the former is present in 
pure culture. The streptococcus pyogenes causes a 
very severe syndrome. Typhoid bacilli, influenza 
bacilli, and pneumobacilli are the causative agents 
only when the patient has been previously afflicted 
with the corresponding sickness. The infective agent 
may reach the jaw through an external wound or by 
way of the blood stream. 

Kuhn made a study of forty-four cases, in eighteen 
of which the condition was the result of dental caries 
and in only six of which it was due to a blood-borne 
infection. Infection by way of the blood stream is 
especially frequent in infancy, and as in these cases 
the unerupted teeth are usually markedly involved 
the condition is often designated ‘“‘sequestrating 
dental tartar infection.”’ Infection from an external 
source is of greater importance to physicians and 
dentists than the less frequent blood-borne in- 
fection. 

According to Perthes, its points of origin are: (1) a 
carious tooth, (2) gangrenous pulp in a tooth which 
is not carious, (3) an alveolus exposed by extraction, 
(4) the gum, and (5) a fracture of the jaw or a wound 
of the soft tissues extending down to the periosteum. 
Accordingly the development of the condition is 
favored by incorrect treatment of an infected root, 
trauma causing death of the pulp, extraction with- 
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out sufficient care for asepsis, and a long-continued 
alveolar pyorrheea. 

As a rule the symptoms are not severe. A granu- 
loma, cyst, periodontitis, or abscess develops, but the 
results are serious only in cases in which the bacteria 
are very virulent. Two forms are differentiated, the 
diffuse and the circumscribed. The former is nearly 
always fatal and is of blood-stream origin. It is 
characterized by high fever, delirium, diarrhoea, 
bronchitis, enlargement of the spleen, albuminuria, 
multiple abscesses in the lungs or septic pneumonia, 
marked swelling of the soft parts of the jaws, trismus, 
difficulty in swallowing, marked salivation, foetor, 
and loosening of the teeth. The circumscribed form 
has a more favorable course. The pus breaks through 
externally and extrusion of the sequestrum is 
followed by healing. The treatment consists in 
incision, curettage, and the use of the chisel to form 
an opening for drainage of the pus. Heat will often 
hasten the formation of the abscess. 

The author concludes by reporting nineteen cases 
in detail. In three, the condition followed a blood- 
stream infection; in two, an injury; in two, treat- 
ment of the root of a tooth; in ten, a carious perio- 
dontitis; and in one, an extraction. All of the 
patients recovered. GrBHARDT-BODENSTEIN (H). 


Berndt, A. L., Buck, R., and Buxton, R. von L.: 
The Pathogenesis of Acute Suppurative Paroti- 
tis. An Experimental Study. 1m. J. M. Sc., 
1931, clxxxii, 630. 

The authors made a study of the anatomy of the 
parotid gland of the dog, particularly with regard to 
the blood supply and ducts. They attempted to 
produce parotitis by injecting cultures of bacteria 
into the superficial temporal artery and into the 
parotid duct. The organisms used were the haemo- 
lytic streptococcus aureus and organisms recovered 
from a case of furunculosis. They employed two 
types of cultures, one of high virulence and one of 
low virulence. The highly virulent culture killed a 
rabbit within twenty-four hours, whereas under 
similar circumstances the culture of low virulence 
failed to kill a rabbit in five days. The authors also 
did a simple ligation of the duct without injection 
and made an arterial injection without ligating the 
duct. 

In seven of ten experiments in which the bacteria 
were injected into Stensen’s duct, acute suppurative 
parotitis resulted. In three of fifteen experiments in 
which the bacteria were injected into the nutrient 
artery of the parotid gland, a less intense acute sup- 
purative parotitis developed. Single controls in 
which ligation of the duct alone, or the injection of 
a bacterial filtrate and of clumped bacteria into the 
artery was done did not produce parotitis. 

The pathological picture produced by the two 
modes of infection differed considerably. In the 
parotitis produced by injection of the ducts the 
ducts were distended by a purulent exudate, the 
large ducts were most involved, the epithelium of 
the ducts showed extensive destruction, the para- 


ductal reaction was chiefly neutrophilic and was 
most marked where the duct wall was broken, and 
there were no blood-vessel changes. In the hama- 
togenous parotitis the ducts were not dilated and 
contained less exudate, the large ducts were rela- 
tively unchanged, the small radicals were chiefly 
involved, the epithelial lining of the ducts remained 
intact, the periductal reaction was more uniform in 
distribution and chiefly mononuclear, and swelling 
and hyperplasia of the arteriolar endothelium with 
occasional beginning annular thrombus formation 
was seen. C. G. SHEARON, M.D. 


Custer, R. P.: Acute Suppurative Parotitis. A 
Pathological and Bibliographic Study, with a 
Report of Two Cases. Am. J. M.Sc., 1931, clxxxii, 
649. 

In one of the two cases of acute suppurative 
parotitis reported by the author the condition was 
associated with uremic enteritis and in the other 
with erysipelas. The pathological picture of the 
parotitis in both cases was that of infection by way 
of the ducts as described by Berndt, Buck, and 
Buxton. : 

The author reviews the literature on acute sup- 
purative parotitis and presents the evidence in favor 
of infection by way of the blood stream and by way 
of the ducts. He is inclined to believe that the in- 
fection occurs more frequently by the latter than by 
the former route. C. G. Suearon, M.D. 


EYE 


Magitot, A.: The Aqueous Humor in Glaucoma. 
Arch. Ophth., 1931, vi, 647. 

The aqueous humor is a fluid issuing from the 
blood by dialysis. It is simply blood serum modified 
by certain thermodynamic factors which is com- 
parable to the cerebrospinal fluid, the perilymph 
and endolymph of the ear, the fluid in the connective 
tissue of the amnion of the newborn child, and the 
fluid occurring in the diseased gall bladder, cysts of 
the kidney, the contents of hydatid cysts, and cer- 
tain ocdemas. 

The aqueous does not possess a specialized drain- 
age system. It is dialyzed from the arterial capil- 
laries and re-absorbed by the venous capillaries. 
This circulation is regulated chietly by the presence 
or absence of sugar. Both on an anatomical and a 
physiological basis it would seem irrational to con- 
sider the canal of Schlemm as only a drain for the 
aqueous. Under normal conditions the exchange of 
fluids is slow. Its cause is a change in concentration 
due to the consumption of sugar and mineral ele- 
ments. 

Since the aqueous is only the tissue fluid of the 
eye, it fills the large spaces such as the anterior 
chamber and the meshes of the vitreous and perco- 
lates into all of the tissue spaces of the uvea, 
retina, sclera, cornea, and optic nerves, and the 
pressure under which it is stored up is a factor 
determining the ocular tension, 
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In general pathology an increase in tissue fluids is 
called cedema. Therefore the increased residual 
hypertension in the glaucomatous eye must be con- 
sidered a kind of oedema. In 1929 the theory that all 
of the symptoms of glaucoma are due to the hard- 
ness of the eveball was shown to be erroneous. The 
mydriasis of glaucoma is not due to the ocular hyper- 
tension. Neither dilatation of the iris nor diminution 
of the depth of the anterior chamber has been pro- 
duced experimentally by increasing the pressure of 
the vitreous. These two symptoms are due to 
oedema. 

The author agrees with von Graefe that amaurosis 
with excavation should be classified with glaucoma. 
He believes that Elsching is correct when he speaks 
of glaucoma without hypertension and of hyperten- 
sion without glaucoma. In glaucoma simplex the 
aqueous remains chemically normal. As in angio- 
neurotic oedema of other parts of the body, the 
oedema of glaucoma is subject to frequent variations. 
Although it involves all of the tunics of the globe, the 
tension may be greater in either the anterior segment 
or the posterior segment. When it is greater in 
the anterior segment there is glaucoma with a deep 
chamber, whereas when it is greater behind the 
lens it produces the usual clinical picture of glau- 
coma with a shallow chamber. One might therefore 
very properly speak of posterior glaucoma and 
anterior glaucoma. 

The author believes that the initial lesions in 
glaucoma are chietly lesions of the capillaries causing 
an increase in the permeability of their walls and an 
increase in the pressure of the blood. A hindrance 
in the venous circulation causes a still further rise of 
the blood pressure, first in the capillaries and then 
in the arteries which are forced to combat the 
obstruction. The increase of the tissue fluid is not 
due solely to an increase in the pressure in the 
capillary network. The increased quantity of 
aqueous and the high capillary pressure are inter- 
related. The causes behind these phenomena are 
toxic, infectious. and, above all, nervous. 

The anatomical element first affected in glaucoma 
is the capillary itself. The modification in the 
permeability of the walls has two effects: a modifica- 
tion of the exchange from the blood to the aqueous— 
an increase in the production of the tissue fluid— 
and a modification of the exchange from the aqueous 
to the blood—a diminution in the re-absorption of 
the fluid. In order to explain the increase of the 
aqueous, a modification in the osmotic pressure of 
colloids might be assumed, but research has shown 
that this pressure of colloids in glaucomatous per- 
sons does not differ from that in normal persons. 
Krogh has demonstrated that the capillary vessels 
are affected by three principal influences—hydro- 
dynamic, nervous, and humoral factors. 

Whether the systemic pressure is high or low in a 
case of glaucoma, the local blood pressure is always 
high. This increase of the capillary pressure may be 
due to a hindrance in the venous circulation or a 
diminution in the caliber of the capillaries. The 
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increase of the capillary pressure cannot be attrib- 
uted to the ocular hypertension. 

A derangement of the vasomotor mechanism con- 
trolling the ocular circulatory bed might be brought 
about by various toxic and infectious agents acting 
directly or indirectly on the nervous system. All 
operations for glaucoma may be either poor or good 
regardless of the technique because they act only 
by nervous shock and affect the cause of the disease 
only indirectly. Lestre L. McCoy, M.D. 


Wolff, E., and Davies, F.: A Contribution to the 
Pathology of Papilloedema. Bril. J. Ophth., 1931, 
xv, 609. 

It is generally believed that the swelling in pap- 
illoedema does not affect the whole disk at once and 
that the inner (nasal) edge of the disk is affected 
before the outer (temporal) edge. The theory re- 
garding the production of papillaeedema which is 
most widely accepted in England is based on the 
work of Deyl, Dupuy-Dutemps, and Patou and 
Holmes. According to this theory, the increased 
intracranial pressure is transmitted to the sub- 
arachnoid space around the optic nerve since this 
space is continuous with the intracranial subarach- 
noid space (Schwalbe), and compression of the cen- 
tral retinal vein and its accompanying lymphatic 
vessels as they cross the subarachnoid space results 
in dilatation of the retinal veins, cedema of the disk, 
and later, exudation and hemorrhage. 

Schieck is of the opinion that the subarachnoid 
space around the optic nerve communicates directly 
with lymphatic spaces around the central retinal 
vessels and that therefore any increase in intra- 
cranial pressure will force the cerebrospinal fluid 
into the optic nerve along the central retinal vessels, 
thereby causing the phenomena of papillaedema. 
Under such conditions the swelling of the nerve 
head, produced by distention of the perivascular 
lymphatic sheaths, would first be seen at the bottom 
of the optic cup, pushing forward the internal limit- 
ing membrane, and subsequently the swelling would 
be visible at the places where the large vessels cross 
the edge of the disk. Schieck’s theory of the method 
of production of papilloedema thus offers an explana- 
tion for the onset of papilloedema at a certain defi- 
nite part of the nerve head. It is doubtful whether 
true lymphatic vessels exist in the retina (which is 
part of the central nervous system). Schmidt- 
Rimpler first suggested that it is the cerebrospinal 
fluid which gets into the nerve and causes the swell- 
ing of the disk. If this theory is correct papilloedema 
is a sort of rather inefficient safety valve for the 
escape of cerebrospinal fluid in cases of increased 
intracranial pressure. 

The authors’ findings in studies on dogs, cats, and 
rabbits are summarized as follows: 

1. Non-diffusible dyes injected into the cranial 
subarachnoid space at pressures compatible with 
life did not enter the optic nerve. 

2. The claims of previous investigators that pap- 
illoedema may be produced by the injection of fluids 
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into the cranial subarachnoid space at pressures 
compatible with life were not supported. 

The authors conclude that the special site of com- 
mencement of papilloedema in man and the extent 
of distribution of the cedematous fluid associated 
with papilleedema depend upon structural factors. 

Leste L. McCoy, M.D. 


EAR 


Bernfeld, K.: A Subperiosteal Foreign Body 
Abscess Simulating Mastoiditis (Subperiostealer 
Fremdkoerperabscess, eine Mastoiditis vortaeu- 
schend). Arch. Ohren-, Nasen-,u. Kehlkopfh., 1931, 
CxXviii, 244. 

An eight-year-old boy with no evidence of middle 
ear infection presented a red, fluctuating swelling 
high up behind the ear. Incision of the swelling re- 
vealed subperiosteal suppuration, but incision of the 
mastoid was avoided intuitively. On the fourth day 
after the incision there was discharged a sequestrum 
which on close examination was found to be a small 
piece of wood. The history revealed that the 
splinter had been driven in some time previously 
when the patient received a blow with a stick. 

Woe tk (H). 


NOSES AND SINUSES 


Veétomovy, A.: The Immediate and Late Results of 
Autoplastic Costal Cartilage Transplantations 
for Nasal Deformities (Unmittelbare Erfolge und 
Spaetresultate der autoplastischen Rippenknor- 
pelueberpflanzungen wegen Nasendeformitaeten). 
Uéen. Zapiski Permskono Gos. Univ., 1931, Pp. 145. 

This report is based on 80 autoplastic transplanta- 
tions of costal cartilage. 

General technique and immediate results. Cartilage 
taken from the seventh or eighth rib of the right 
side, sectioned in small platelets or in very large 
sections, and shaped in any manner desired, with or 
without preservation of the perichondrium, may be 
successfully transplanted under the skin as a single 
graft or in the form of several pieces. In order to 
avoid the danger of a suture infection and to render 
the scar as invisible as possible, the small incision 
should be so placed that after the introduction of 
the transplant it will not be over the piece of cartilage 
but about 1 to 2 cm. distant from it. 

In repeated operations in difficult cases Candler’s 
procedure gives the most satisfactory results. By 
temporary transplantation of the resected cartilage 
into the subcutaneous tissue of the abdominal wall 
a deposit is formed in the subcutaneous tissue from 
which the necessary amount of cartilage may be 
taken repeatedly without subjecting the patient each 
time to a typical resection of cartilage. In 1 case in 
which a tear resulted in the nasal mucosa during the 
undermining of the nasal skin a piece of cartilage 
taken from such a subcutaneous supply was re- 
implanted in the abdominal wall and utilized for the 
final rhinoplasty one and a half years later. As a 


rule the plastic operation with cartilage is followed 
by a smooth course even under very unfavorable 
conditions of healing such as the presence of mark- 
edly suppurating foci in the vicinity of the trans- 
plant. In cases with a positive Wassermann reaction 
possible special disturbances of wound healing were 
never observed after transplantations of cartilage or 
after other plastic operations. The absence of ex- 
tensive cicatricial changes in the tissues around the 
introduced cartilage facilitates subsequent correc- 
tions, and if the result of the plastic operation is 
unsatisfactory makes it possible to free the trans- 
plant by dull dissection through a small skin incision 
at the former site and remodel it. 

The typical operation for saddle nose. A small skin 
incision made in a vertical fold of skin between the 
eyebrows or, in some cases, in a transverse fold at 
the root of the nose and sutured with horsehair 
which is removed after from twenty-four to forty- 
eight hours results in an almost invisible scar. Re- 
cently the author has placed the incisions even 
higher in a transversely running fold in the middle of 
the forehead. Under both circumstances a good re- 
sult is favored by a sort of ‘‘dry suture’’—approxima- 
tion of the wound by suturing together the edges of 
2 gauze strips applied parallel to the wound edges 
with collodion, that is, without perforating the skin 
itself. The various incisions in the region of the tip 
of the nose or of the membranous septum have no 
cosmetic advantage and are dangerous because of 
the possibility of infection from the interior of the 
nose. In the shaping of the transplant it is necessary 
to bear in mind the fact that the use of a cartilagi- 
nous span which is too long will result in a nose 
which is poorly shaped and lacks the natural deep- 
ening at its root. Improper undermining of the 
nasal skin in the lower portion of the transplant bed 
also has a poor result as the consequent sharply 
angulated constriction of the subcutaneous tunnel 
favors upward sliding of the introduced piece of 
cartilage. The width of the bed for the transplant 
must correspond exactly to the thickness of the span 
of cartilage. A too broad tunnel favors the forma- 
tion of hamatomata and lateral displacement of the 
piece of cartilage, and a too narrow tunnel favors the 
formation of necrotic pressure ulcers in the stretched 
skin which cause denudation of the surface of the 
cartilage, become infected, and are very diflicult to 
heal. Transplants covered with perichondrium on 1 
side must be introduced in such a way that the sur- 
face with the perichondrium is turned backward as 
such transplants tend to become arched with the 
concavity of the arch on the side covered with peri- 
chondrium. Non-observance of this rule may lead 
to the formation of ugly prominences at the root 
of the nose. For minor corrections following the 
plastic operation with cartilage the transplantation 
of fascia is sometimes very suitable. if 

Behavior of the transplanted cartilage in infection. 
As in the subcutaneous introduction of cartilage 
transplants with a smooth surface the surrounding 
tissues are only slightly injured and their power of 
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resistance remains undisturbed, signs of wound in- 
fection after the operation are rare. Of the 80 cases 
reviewed, primary suppuration occurred in only 2. 
In 3 other cases infection developed in connection 
with pressure ulcers and was therefore the result of 
a technical error. In 2 cases suppuration was trans- 
mitted secondarily to the bed of the transplant as 
the result of infection from other operations carried 
out later in the vicinity of the introduced cartilage. 
In 4 of these 7 cases the transplant remained intact 
in spite of the suppuration. In 1 case it became con- 
siderably smaller during the course of a few weeks; 
in another, it was removed surgically; and in a third 
it was quickly extruded. Of the 4 cases with survival 
of the cartilage, permanent maintenance of the graft 
was confirmed after four, five, and seven years in 3. 
On account of the good resistance of the trans- 
planted cartilage to infection, conservative treat- 
ment is to be preferred at first even in the presence 
of severe suppuration. Operative removal of the 
transplant is definitely indicated only in cases com- 
plicated by ulcers. 

Permanent results of the cartilage plastic. This part 
of the report is based on 28 of 45 cases in which the 
operation was done two or more years ago. Sixteen 
of the 28 patients have been followed for at least 
four years, and 1 has been under observation as 
long as six years and three months. For the more 
accurate determination of possible changes in the 
cosmetic result, plaster masks were made repeatedly 
in addition to photographs. The findings are sum- 
marized as follows: 

1. The cosmetic result of the operation was well 
maintained in all cases, even in those followed for 
years. 

2. In 2 cases even the most careful examination 
by a comparison of plaster masks lying side by side 
showed no traces of narrowing of the transplant 
during a period up to four and five years. 

3. In all of the other cases a comparison of the 
plaster casts showed only very slight narrowing of 
the transplanted piece of cartilage. 

4. This “emaciation” lasted, as was shown by the 
cases followed longest, only from one and a half to 
two years and then stopped. 

5. The consistency and the form of the cartilagi- 
nous transplant remained unchanged even during 
observation for years. In some of the cases the result 
remained permanent in spite of very unfavorable 
factors such as irrigation of a piece of cartilage that 
had fallen and become soiled with formalin-alcohol 
and hydrogen peroxide previous to its introduction 
(2 cases) and suppuration of the region of the trans- 
plant bed either soon after the operation or some 
time later (3 cases). 

In most of the cases, and in those observed longest, 
the perichondrium was utilized either not at all or 
only to a slight extent in the transplantation. The 
good results of these interventions indicate that the 
perichondrium plays no especially important part 
in the success of the operation or the permanency 
of its results. 
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As compared with bone transplantation, cartilage 
transplantation gives much better permanent re- 
sults. In support of this conclusion the author cites 
an osteocartilaginous transplant from a rib which 
was removed surgically two years after rhinoplasty. 
The bony half of the plate was considerably atro- 
phied, but the cartilaginous part was well main- 
tained. Being easily removed and shaped, cartilage 
renders excellent service in the most varied rhino- 
plastic operations. Its permanence meets clinical 
demands, and the free transplantation of cartilage 
may be designated as the method of choice for nasal 
support. 

A note following the article states that the author 
has performed 32 additional operations. These in- 
crease the number to 112. Of 10 cases of saddle- 
nose and other defects which are more easily treated 
without a plastic on the soft parts and in which 
transplantation was done through a low incision (at 
the tip of the nose or in the membranous septum), 
primary suppuration occurred in 3, whereas of 76 
cases in which operation was done through a higher 
incision it occurred in none. E. Hesse (Z). 


Fenton, R. A., and Larsell, O.: Reticulo-Endothelial 
Components of Accessory Sinus Mucosa: Ex- 
perimental and Clinical Observations. Arch. 
Otolaryngol., 1931, Xiv, 586. 

The authors report studies of the mucosal linings 
of the sinuses of cats to determine: (1) the normal 
histocyte content of the sinus mucosa, and (2) the 
changes caused by trauma, heat, and _ bacterial 
inoculation. They found that physical trauma and 
bacterial inoculation caused an increase in the 
histocytes, and that heat and the injection of 
reticulin caused a rapid increase in the polymor- 
phonuclears. 

Numerous histocytes were found also in the 
mucosal linings of human sinuses treated post- 
operatively with trypan blue. 

James T. Mitts, M.D. 


Brown, R. G.: Skiagrams in Diseases of the Maxil- 
lary Sinus, Their Surgical and Pathological 
Significance. J. Laryngol. & Otol., 1931, xlvi, 670. 


Brown reports experiments which he carried out 
in a roentgen study of pathological states of the 
maxillary sinus. 

In the first experiment, in order to delineate the 
foramina and fissures at the base of the skull and 
show their relationship to the maxillary antrum in 
the dry skull, he filled these foramina and fissures 
with metal before making the roentgenograms. 
The landmarks included the sphenoidal fissure, the 
optic foramen, the foramen ovale, and the foramen 
rotundum. Note was made also of various bony 
ridges, ethmoidal cells, accessory antral cavities, 
and the antral walls. In the second experiment a 
polypus was introduced into the antrum of a dry 
skull and roentgenograms were taken. In the third 
experiment a polypoid mucous membrane was intro- 
duced into the antrum of a dry skull and roent- 
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genograms were taken. The roentgenograms made 
in the second and third experiments were then 
compared with those taken showing the landmarks 
filled with metal. Spherical or ovoid bodies cast 
definite shadows and thickened mucous membranes 
obscured deeper landmarks. 

Normal mucous membrane was very difficult to 
demonstrate in roentgenograms whereas patho- 
logical mucous membrane was demonstrated very 
easily. In acute swellings of the antral mucosa only 
the secretory layer is involved and the membrane 
is generally increased in depth. In chronic cases the 
periosteal layer is chiefly involved and the increase 
is slight as compared with that of acute congestion. 
In hyperplastic cases the swelling is largely confined 
to the mucosal layer and is manifested by a shadow 
of increased width but moderate degree. In cases in 
which pus or serum is present the shadow is usually 
very dense and obscures the outlines of the deeper 
structures. 

The author states that an opaque substance in- 
stilled into the antrum obscures the shadows cast 
by pathological changes in the mucous membrane. 

With regard to the roentgenological technique 
he discusses little more than the position in which 
the roentgenograms should be taken. 

Joun F. M.D. 


NECK 


Scott, R. K.: The Treatment of Epitheliomatous 
Glands of the Neck. Med. J. Australia, 1931, 
ii, 505. 

The treatment of glands of the neck involved 
secondarily by epithelioma varies according to the 
site of the primary growth, its malignancy, and the 
initial tendency toward metastasis. In most in- 
stances the original growth is in the lip or tongue. 
The author usually attempts to clear the primary 
growth before he treats the deposits as interference 
with the blood or lymph supply such as would result 
from preliminary gland treatment, causes a much 
more severe reaction and diminishes the radio- 
sensitivity of the primary growth. 

In the average case of cancer of the lip or tongue 
treatment of the glands is usually begun about eight 
weeks after the initial radium treatment, when the 
primary growth has almost healed. However, in 
cases of sarcoma of the tonsil a radium pack is ap- 
plied to the glands within a few days of the initial 
needling of the tonsil, and in cases in which the 
glands are enlarged and likely to get out of control 
during the reactionary period X-ray treatment is 
given as a preliminary to the radium treatment of 
the primary growth. 

The glands are divided into four groups: (1) those 
not obviously involved following the clearing of the 
primary growth, (2) enlarged but operable glands, 
(3) glands just inoperable, and (4) glands definitely 
inoperable. 

In buccal and lingual cancer without palpable 
glands, the glands should be extensively excised. 


In cases of cancer of the lip many authorities are 
content to keep the patient under observation, but 
Scott favors surgical or irradiation treatment in 
every instance. 

After the primary growth has been eradicated, 
cervical glands which appear involved and operable 
should be removed. In lingual disease the excision 
should be bilateral. If histological examination 
shows gland involvement, a radium pack should be 
applied to the gland areas from two to three weeks 
after the operation. If operation is refused or is 
inadvisable, a pack should be applied. In many 
cases in which a lingual or buccal growth is irra- 
diated, needles may be planted on the deep side of 
the submaxillary glands to check possible extension. 

In cases in which the glands are just inoperable 
the treatment indicated is as extensive surgical re- 
moval as possible followed by the application of 
radium packs as soon as the wound is sufliciently 
healed, usually after two or three weeks. The pack 
is better than needles. It must cover an adequate 
area. For the anterior triangle it should extend 
from beyond the midline to the mastoid above and 
to the clavicle below. 

In cases in which the glands are definitely inoper- 
able there is often an extensive primary lesion. If 
the lesion is not very deep, the field should be ir- 
radiated with the use of a Columbia paste collar 
(pack) at a distance of 2 cm. If the mass is larger 
and deeper, the distance should be increased to 3 cm. 
and the irradiation completed in about ten days. 
Fluctuant glands should be drained and then irra- 
diated. Sepsis should be combated by ordinary 
methods. Needles are suitable only in well-localized 
masses and where the skin is red, broken, or atro- 
phied. 

Deep X-ray therapy has little direct action on 
epitheliomatous glands other than an inhibiting in- 
fluence on their growth, but has some palliative 
effect. A sufficiently large dose should be used to 
kill the cancer cells at the first treatment as the 
skin will rarely stand a second application. This is 
very much larger than the average erythema dose 
of 90 mgm.-hr. per square centimeter at a distance 
of 2 cm. FRANK B. Berry, M.D. 


Harmer, W. D.: Radiotherapy in Cancer of the 
Upper Air Passages. Lancel, 1931, CCXNi, 1057. 


Operable cases of carcinoma of the larynx have 
responded so well to buried radium that the author 
no longer considers it necessary to remove the 
growth by surgery. If a recurrence develops, radium 
may sometimes be used again if the lesion is small. 
but as a rule irradiation should not be repeated and 
surgery should be considered. Borderline cases con- 
stitute the majority of those coming to the specialist 
very late. In such cases irradiation combined with 
surgery is capable of giving good results. 

For carcinoma of the hypopharynx no safe method 
of treatment has as yet been discovered. 

Carcinoma of the nose is difficult to cure, but its 
progress may be checked for many years by irradia- 
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tion. Surface radium supplemented by radium 
buried along the edge of the lesion gives the best 
results. In cases of malignancy of the nasal sinuses, 
surgery alone has been very unsatisfactory, but 
when operation has been combined with irradiation 
the results have been improved. In inoperable cases, 
it is questionable whether any treatment should be 
instituted, but in rare cases in which the growth has 
not extended too widely into the zygomatic fossa, 
X-ray treatment may relieve pain and bleeding. 

As nearly all growths in the nasopharynx are 
highly malignant, they should always be irradiated 
before biopsy is undertaken. The X-rays and radium 
should be used in combination. X-ray treatment 
alone should be reserved for palliation. 

Endotheliomata are not common in the palate, 
pharyngeal wall, nasopharynx, and neck. In very 
rare cases they begin in the larynx, back of the 
tongue, face, orbit, or lachrymal glands. The treat- 
ment consists of roentgen irradiation followed after 
a week by enucleation and the insertion of radium. 

In carcinoma of the tonsil and mesopharynx, sur- 
gery is useless. The primary growth should be 
treated with radium needles and any remaining in- 
duration should be removed with the diathermy 
knife. In all cases the neck should be treated by 
massive irradiation both before and after operation. 

In lesions of the soft palate and uvula the progno- 
sis is more serious than in lesions of the hard palate. 
X-ray irradiation combined with radium irradiation 
should be used and any remaining induration excised 
by diathermy. Ear O. Later, M.D. 


Rienhoff, W. F., Jr.: The Lymphatic Vessels of the 
Thyroid Gland in the Dog and in Man. Arch. 
Surg., 1931, Xxili, 783. 

By means of injection experiments the author 
found that the lymphatics of the thyroid originate 
in an anastomosing endothelial reticulum or plexus 
which lies in the interfollicular spaces of the gland. 
This interfollicular plexus consists of communicat- 
ing capillary lymphatic channels which connect 
rather dilated endothelial sacs or small pockets, 
termed ‘“‘bursellw,’’ which, together with the con- 
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necting lymphatic capillaries, form a closed lym- 
phatic system. Serial sections studied for the dye 
injected showed no communication between the 
lymphatic capillaries of the interfollicular plexus 
and the lumina of the follicles. 

The remaining lymphatic vessels of the thyroid 
may be divided into two main plexuses: (1) an 
intraglandular plexus, composed of large collecting 
trunks which are situated on the surface of the 
parenchyma along the course of the septa and form 
frequent anastomoses with each other and the inter- 
follicular plexus, and (2) an extraglandular plexus 
located about the outer surface of the thyroid ex- 
ternal to the network of blood vessels which supplies 
the gland but beneath or internal to the fibrous 
capsule investing the gland. From the latter plexus 
arise the larger collecting trunks that accompany 
the superior thyroid vessels to the cervical lymph 
glands and also the trunks that form a reticulum in 
the pretracheal fascia draining into the mediastinal 
glands. 

Except for a difference in size, the interfollicular, 
intraglandular, and extraglandular lymphatic sys- 
tem of the human thyroid is identical with that of 
the dog. 

The author concludes that, from a purely struc- 
tural standpoint, it is unlikely that the specific 
secretion of the gland is transmitted by its lymphatic 
system. M. HERBERT BARKER, M.D. 


Sjéstrém, P. M.: Studies of Postoperative Tetany. 
Acta chirurg. Scand., 1931, lxviii, 325. 

The author reviews seven cases of postoperative 
parathyreoprival tetany which were followed for a 
long time, three of them for several years. Numerous 
determinations were made of the calcium content of 
the blood and the electrical irritability. Without 
treatment, the condition became latent and the 
patient fully capable of work although the calcium 
content of the blood remained low. 

Several therapeutic preparations have been tried 
—among others Collip’s parathormone and vigantol— 
to determine their effect on the clinical symptoms, 
the blood calcium, and the electrical irritability. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Mock, H. E.: The Management of Skull Fractures 
and Intracranial Injuries. J. Am. Ass., 1931, 
xCVii, 1430. 

The author reviewed the literature on fractures 
of the skull since 1900. In a statistical study of 
8,649 of the 20,000 cases reported he found a lack of 
uniformity in the classification of the fractures and 
of the associated cerebral injuries, in the mortality 
statistics, and in the interpretation of the clinical 
and roentgenographic observations. In each decade 
the surgeons referred to their treatment as con- 
servative. In the first decade there were 50 per cent 
fewer operations than in the second decade. The 
gross death rate was highest in the second decade 
when decompression operations were done fre- 
quently. In the period from 1920 to 1928, decom- 
pression operations were less frequent and the gross 
death rate was 17 per cent lower than in the second 
decade. In the period from 1926 to 1928, fewer op- 
erations were performed and the gross death rate in 
2,085 cases was 25.8 per cent, whereas in 2,850 cases 
treated in the period from 1910 to 1920 the gross 
death rate was 49.7 per cent. The author concludes 
that too many fractures of the skull were operated 
upon in the past, but that a more rational treatment 
is now being developed. 

In reviewing 100 cases of fracture of the skull 
which he himself treated, Mock divides them into 4 
groups according to symptoms and treatment. 

In Group 1 were cases in which evidence of frac- 
ture of the skull was shown by roentgen examination, 
but there were practically no clinical signs or symp- 
toms. The treatment consisted of rest in bed for 
three weeks under close observation. These cases 
made up 4 per cent of the total number. 

In Group 2 were cases with disturbances of con- 
sciousness, slowing of the pulse and respiration, 
lowering of the blood pressure, loss of blood or cere- 
brospinal fluid from the ears or nose, pupillary and 
reflex changes, and roentgen evidence of fracture of 
the skull. These cases were closely observed for the 
development of focal neurological signs. The treat- 
ment consisted first of measures to combat shock 
when these were necessary. Increased intracranial 
pressure was controlled by hypertonic solutions. 
Care was taken to prevent dehydration and starva- 
tion. Local treatment was applied to all wounds 
and injuries, including the nose and ears if cere- 
brospinal fluid or blood had escaped from them. 
The cases in this group made up 50 per cent of the 
total number. 

In Case 3 were the cases which did not respond to 
routine treatment alone. Patients in this group were 
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subjected to lumbar puncture from 1 to 15 times, 
The slow pulse and respiration, marked changes in 
the blood pressure, and disturbances of conscious- 
ness persisted. The lumbar puncture was repeated 
when the slowing of the pulse and respiration re- 
curred or delirium or coma persisted. In all but 2 
of these cases the first puncture withdrew bloody 
spinal fluid. These cases constituted 33 per cent of 
the total number. 

In Group 4 were cases presenting definite indica- 
tions for cerebrocranial operations—cases of de- 
pressed fracture of the skull, middle meningeal 
hemorrhage, subdural haemorrhage, and cases not 
improved by lumbar puncture. These constituted 
13 per cent of the total number. 

The total mortality in the 1oo cases was 20 per 
cent. 

The author concludes that if the average surgeon 
will delay roentgen examination, undue physical 
examination, and operative procedures (with rare 
exceptions) until the initial shock is over and then 
classify his cases according to their signs and symp- 
toms, he will develop for himself a rational line of 
treatment free from many of the pitfalls commonly 
found in the management of fractures of the skull. 

RoBERT ZOLLINGER, M.D. 


Hare, C. C.: The Frequency and Significance of 
Cerebellar Symptoms in Tumors of the Frontal 
Lobes. Bull. Neurol. Inst. New York, 1931, i, 532. 


This article reports a study of the records of fifty 
cases of frontal lobe tumors verified by operation or 
autopsy with regard to the significance of slight and 
of widespread disturbances of cerebellar function. 
Of the forty-five cases in which there were no 
symptoms, both frontal lobes were involved in two. 
Of five cases with marked cerebellar disturbances, 
a bilateral growth was found at operation or autopsy 
in four and was suggested by the clinical signs and 
the findings of ventriculography in one. 

The author reviews the theories regarding the 
occurrence of cerebellar symptoms in frontal lobe 
lesions and the anatomy of the frontopontocerebellar 
pathways. He concludes that the findings of his 
study add support to Elsberg’s theory that cere- 
bellar symptoms in cases of frontal lobe tumor occur 
as the result of direct or indirect involvement of 
both frontal lobes by the tumor due to interference 
with the frontopontocerebellar pathways of both 
sides of the brain. Ropert ZOLLINGER, M.D. 


Pepper, O. H. P.: Malignant Hypertension Simu- 
lating Brain Tumor. Pennsylvania M. J., 1931, 
XXXV, 75. 


Malignant hypertension is not uncommon in chil- 
dren. It is characterized by high blood pressure, 
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signs of increased intracranial pressure, and a defi- 
nitely recognizable retinitis. The choking of the 
optic disks may be as marked as 6 diopters, and the 
spinal fluid pressure may reach as high as 500 mm. 
of water. 

In differentiating this condition from brain tumor 
it is important to bear in mind that high blood pres- 
sure is rarely if ever caused by slowly developing 
mass lesions of the brain. 

In the treatment, decompression is not justified 
as withdrawal of spinal fluid and other methods of 
reducing the intracranial pressure will give better 
results. Davin J. Impastato, M.D. 


Pacetto, G.: Experimental Studies of Free Muscle 
Transplantation to Fill Defects of Brain Sub- 
stance. Course and Results (Il trapianto mus- 
colare libero adoperato per colmare perdite di 
sostanza cerebrale: evoluzione ed esiti. Ricerche 
sperimentali). Policlin., Rome, 1931, xxxvili, sez. 
chir. 569. 

Following a review of the literature, the author 
reports experiments on rabbits and dogs in which he 
removed fragments of brain cortex and filled the 
defects with free autoplastic or heteroplastic muscle 
transplants. He has found muscle very well adapted 
for filling defects in brain substance because it is easy 
to obtain, it has a marked hemostatic action, and it 
is very well tolerated. Studies made after varying 
periods of time showed that unless suppuration 
takes place no adhesions of any consequence are 
formed between the transplant and the dura or 
between the dura and the bone. 

If the transplant is placed deep in the brain sub- 
stance it tends to become smaller and to approach 
the surface. It finally disappears by a process of 
aseptic necrosis and is surrounded and replaced by a 
newly formed connective tissue which originates 
from the meninges, the vessels, and the sustaining 
tissue of the cerebral substance. 

Autotransplants cause only slight changes in the 
host tissue, while heterotransplants cause more 
marked and diffuse lesions. Therefore the former 
are to be preferred to the latter. 

Aubrey Goss Morecan, M.D. 


Frazier, C. H.: Indications for the Surgical Treat- 
ment of Primary Pituitary Lesions, with a 
Description of Approved Methods of Approach. 
Pennsylvania M. J., 1931, xxxv, 88. 


This article deals essentially with the diagnosis 
and treatment of pituitary adenomata. The surgical 
indications for the removal of these growths are 
changes in the visual field and the X-ray demon- 
stration of alterations in the shape of the sella 
turcica. In some cases the author considers early 
signs of acromegaly and diminution of sexual func- 
tion as indications for operation. 

The incision begins 1 in. below the hairline in the 
middle of the forehead, follows the midline for 
several centimeters, and then curves backward and 
downward to terminate just above the ear. The 
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bone flap has its base in the temporal region, its 
anterior margin as low as possible without opening 
the frontal sinus, its superior margin 2 cm. from the 
midline, and its posterior margin 7 cm. behind the 
anterior margin. When the bone flap is reflected 
the anterior horn of the ventricle is tapped if the 
dura is tense. The dural incision is next made 
parallel with the anterior margin of the cranial 
opening. The pituitary gland is then approached 
from the side by traversing the floor of the anterior 
fossa, the surface of the frontal lobe being protected 
from laceration by means of waxed strips of tape. 
One centimeter beyond the optic nerve the tumor is 
seen between the optic nerves and in front of the 
chiasm. The capsule of the tumor is opened and the 
contents, solid or cystic, are evacuated. The cap- 
sule is then separated from the optic nerves and 
chiasm and all of it except the portion on the floor 
of the pituitary fossa is removed. 
J. Impastato, M.D. 


Heuer, G. J.: The Surgical Approach and the 
Treatment of Tumors and Other Lesions About 
the Optic Chiasm. Surg., Gynec. & Obst., 1931, 
liii, 489. 

The author traces the evolution of the operative 
approach to lesions about the optic chiasm, notes 
the advances that have been made in our knowledge 
of the many lesions in this region causing optic 
atrophy and visual disturbances, and comments 
upon the present conceptions of the treatment of 
these lesions. A very detailed résumé of the most 
important of the many surgical approaches to the 
chiasmal region is given. 

The intracranial approach, the first used, had a 
very high mortality (from 70 to 80 per cent), mainly 
because the operators lacked skill and training in 
neurological surgery. Therefore, following the re- 
port of the successful partial removal of a tumor by 
a transsphenoidal route, it was not surprising that 
many surgeons should adopt the latter approach 
which, while not technically easy, may more readily 
be used without special training in neurosurgery. 
However, as the development of the art of neuro- 
surgery has now reduced the mortality of the intra- 
cranial approach to as low as that of the trans- 
sphenoidal approach and as better and more perma- 
nent results are obtained by the intracranial than 
by the transsphenoidal approach, the majority of 
neurological surgeons today prefer the intracranial 
approach for most cases. Another factor determin- 
ing the trend of opinion in favor of the intracranial 
approach has been the growing appreciation, due 
largely to the use of this approach, of the variety of 
lesions about the chiasm which are amenable to 
surgical treatment. 

The present-day treatment of all of the common 
parachiasmal lesions is discussed, and the question 
of X-ray therapy versus surgical intervention for 
pituitary adenomata is considered. The author 
believes that in cases of pituitary adenoma with 
advancing acromegaly and sellar headaches but 
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without visual disturbances X-ray treatment may 
be tried first. He emphasizes that the technique of 
application of this treatment is important. He be- 
iieves that failure to apply the treatments properly 
may explain some of the negative results obtained. 
In cases with acromegaly and definite visual dis- 
turbances the chief concern is the preservation or 
restoration of vision, and it is a nice question of 
judgment whether to proceed at once to operation 
or to resort primarily to X-ray treatment. If vision 
is but slightly affected, X-ray treatments may quite 
justifiably be tried, but if vision is almost lost imme- 
diate surgery appears to be the procedure of choice. 

With regard to suprasellar cysts derived from 
Rathke’s pouch the author says that there is no 
evidence at present that such cysts respond to X-ray 
treatment. Therefore operative attack is the only 
method of dealing with them. 

X-ray treatment has proved unavailing also in 
checking the loss of vision resulting from gliomata 
affecting the optic nerves and chiasm. Because of 
the slow growth of these tumors and the fact that 
the visual defect may be due to compression rather 
than destruction of the nerve fibers, release of the 
tumor from its surrounding sheath by neuroschizis 
is suggested. The treatment of gliomata arising 
from the infundibulum is at present unsatisfactory, 
but will doubtless be improved by earlier diagnoses 
and more complete reports of the treatment of le- 
sions about the chiasm with particular reference to 
their pathology. 

A consideration of suprasellar and_parasellar 
aneurisms, recognition of which before operation 
depends on an accurately taken history more than 
upon any specific clinical findings, leads to the con- 
clusion that, for the present, their treatment is to 
be regarded as non-surgical. 

Chronic chiasmal arachnoiditis appears to be 
more common than has generally been assumed. 
The results of its treatment by surgical measures 
have been remarkably gratifying. 

The author urges ophthalmologists to familiarize 
themselves with these parachiasmal lesions because 
they are usually the first to see the cases. 

Have A. Haven, M.D. 


Elsberg, C. A.: The Parasagittal Meningeal Fibro- 
blastomata. Bull. Neurol. Inst. New Vork, 1931, 
i, 380. 

The intracranial growths formerly called ‘dural 
endotheliomata” are solid neoplasms which are 
usually attached to the dura, encapsulated, and well 
defined from the surrounding tissue which they push 
aside but do not penetrate. They increase slowly in 
size and do not become cystic. In spite of their 
having these gross characteristics in common, it 
soon became evident that they are not histologically 
of the same type. They are now designated as 
““meningiomata.”’ It is estimated that 90 per cent 
of them are fibroblastomata. 

Technical difficulties encountered during at- 
tempts to remove the growths are due to their 


situation, size, consistency, blood supply, and 
connections with the dura, the increased vascularity 
and venous congestion of the scalp and bone, and 
the associated changes in the cranial bones. Be- 
cause of the failure of physicians to diagnose the 
early slight disturbances and their use of inade- 
quate methods of examination and because of the 
great power of accommodation of the brain, the 
tumors are often of a considerable size by the time 
they come to operation, not infrequently weighing 
between too and 200 gm. The soft, poorly encap- 
sulated type of growth is less difiicult to remove 
than the hard, well-encapsulated type because it is 
possible to obtain better retraction without injury 
to the vessels in the underlying pia arachnoid. 
The trauma resulting from attempts to remove the 
hard type of growth frequently results in secondary 
softening of the brain tissue. When the attachment 
of a meningeal growth to the dura is accessible, its 
early exposure and separation may determine the 
success of the operation, since without this control 
of the vascular supply the bleeding is certain to be 
greater. Although the tumor itself frequently does 
not contain many blood vessels, the vascularity of 
adjacent tissues is greatly increased, sometimes to 
such an extent that 2 or even 3 operations are 
necessary for complete removal of the growth be- 
cause of the difficulty in controlling the bleeding. 

The term “parasagittal meningeal fibroblas- 
tomata”’ is reserved for tumors which are primarily 
attached to the dura at or near the sinus or falx. 
Tumors originating farther away from the sinus 
may come to lie near or against the sinus, but the 
technical problems of their removal are different 
because of the difference in their relation to the 
blood vessels and the sinus. They are better 
classified as growths over the cerebral convexities. 

Most of the parasagittal tumors are unilateral, 
but sometimes extension across the sinus occurs, 
particularly in cases of parasagittal growths over 
the anterior part of the frontal lobes and in cases of 
recurrence after incomplete removal of a parasagittal 
growth in which the dura was not closed at the first 
operation. Of a series of 767 operatively removed 
and verified tumors of the brain, 13.2 per cent were 
meningeal fibroblastomata. Of these tumors, 
about one-fourth were parasagittal growths. The 
parasagittal growths and growths over the con- 
vexities of the cerebral hemispheres together con- 
stituted three-fifths of the meningeal fibroblasto- 
mata. 

Parasagittal tumors occur more often anterior 
than posterior to the rolandic area. In this location 
the superior longitudinal sinus is narrower and the 
parasinoidal lacunx, pacchionian bodies. and veins 
entering the sinus are fewer and smaller than 
behind the central fissure. 

The dural attachment is variable, as is also the 
relation of the tumor to the longitudinal sinus. 
Asa rule the attachment is to the edge of a pacchion- 
ian body or to the sinus or one of its lateral tribu- 
taries. 
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The arterial supply of anterior parasagittal 

growths is derived from branches of the anterior 
cerebral artery, the anterior and posterior medial 
frontal arteries, and the meningeal arteries, while 
that of growths overlying the parietal and -oc- 
cipital lobes is derived in addition from the parieto- 
occipital branches of the posterior cerebral artery. 
A few small branches from the ascending frontal 
and ascending parietal branches of the middle 
cerebral artery extend to the capsule of the growth 
from the pia arachnoid of the tumor bed. Tumors 
over the hemispheres receive their blood supply 
mainly from the middle cerebral and meningeal 
arteries, this being one of the distinguishing features 
between the 2 types of tumor. The veins are derived 
from branches of the meningeal and cortical vessels. 
On account of marked congestion of the veins in 
and around the tumor and for some distance from 
eit, the number of visible veins is increased. Inter- 
ruption of the blood stream in the posterior veins 
which carry blood away from the motor cortex 
results in weakness of the limbs on the other side 
of the body. During an operation the primary 
removal of the central part of the growth allows 
better exposure of the veins as the remaining shell 
falls away from the midline. 

The symptoms of a parasagittal growth in the 
rolandic area are well known—unilateral convulsive 
seizures recurring over a period of years, loss of 
power in one or both limbs on the same side, and 
finally a rise in the intracranial pressure. Tumors 
in front of the central fissure may cause so few of 
the characteristic symptoms that a correct diagnosis 
of the nature and location of the growth may be 
impossible. A history of intracranial disturbances 
of many years’ duration with ultimate symptoms of 
increased pressure may indicate a meningeal neo- 
plasm. The triad of headache, vomiting, and 
papillaedema may not appear until late, and even 
with a definite increase of the intracranial pressure 
there may be no swelling of the optic disks. The 
occurrence of mental disturbances without other 
symptoms may result in the patients being ad- 
mitted to a hospital for the insane. Mild psychic 
disturbances have been classified as psychoneuroses 
or hysterias until changes in the fundi led to a cor- 
rect diagnosis. Cerebellar symptoms have been 
seen when the growth caused pressure on both 
frontal lobes. Speech disturbances may be the 
result of interference with the vascular supply of 
the centers concerned, even without direct pressure 
on the areas supposed to contain the speech centers. 
_ Calcification in a part of the tumor may be visible 
in the roentgenograms and suggest a meningeal 
growth. A cranial hyperostosis near the midline of 
the vertex or erosion of the inner table or of both 
tables of the skull is significant. Marked unilateral 
enlargement of the diploic channels in the bone on 
the same side as the suspected neoplasm increases 
the probability of a meningeal growth. Pneumo- 
grams have not helped in differentiating meningeal 
and subcortical growths. E. S. Pratt, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Orton, S. T., and Bender,L.: Lesions in the Lateral 
Horns of the Spinal Cord in Acrodynia, Pel- 
lagra, and Pernicious Anemia. Bu//. Neurol. 
Inst., New York, 1931, i, 506. 

The authors made a histological examination of 
the central nervous system in a case of acrodynia, a 
case of pellagra, and five cases of pernicious anemia. 
They found severe lesions in the lateral horns at the 
lumbar and thoracic levels of the spinal cord and 
analogous areas at other levels. These lesions were 
of a chronic type and characterized by loss of nerve 
cells and nerve fibers and by fibrous replacement. 
The authors conclude that since the lateral horn 
region contains the cell bodies of the effector 
neurones which connect the spinal cord with the 
sympathetic nervous system, lesions in this focus 
may be related to the disturbances of vasomotor 
and splanchnic control which are common to the 
diseases under consideration. 

ROBERT ZOLLINGER, M.D. 


SYMPATHETIC NERVES 


Lobenhoffer: Resection of the Splanchnics in Gas- 
tric Crises (Splanchnicusdurchschneidung bei gas- 
trischen Krisen). Deutsche Ztschr. f. Chir., 1931, 
CCXXXii, 402. 


Resection of the splanchnics is advised for the 
relief of severe painful crises in the abdominal cav- 
ity which are not due to organic disease. After 
reviewing the meager literature on the subject to 
date, the author brietly describes the possible routes 
of approach to the nerves. There is a supradia- 
phragmatic and a_subdiaphragmatic approach. 
Lobenhoffer prefers the latter. After severing the 
gastrocolic omentum he penetrates to the right as 
far as the adrenal gland. There he ligates several 
small veins and severs the main splanchnic branches. 
On the left he retracts the pancreas upward and 
severs two larger nerve fibers. In both of his cases 
prompt relief was obtained. In the second case the 
resection was done only on the right side. After 
the operation no changes were noted in the ab- 
dominal organs. The patients felt well. The use of 
the subdiaphragmatic route has the advantage that 
it permits examination of the abdominal organs. 

VORSCHUETZ (Z). 


Gucci, G.: Sympathicolumbar Ganglionectomy 
(La gangliectomia simpatica-lombare). Policlin., 
Rome, 1931, Xxxviii, sez. chir., 482. 

Gucci reports experiments on dogs in which the 
second, third, and fourth lumbar sympathetic gan- 
glia were resected. The one constant result was an 
increase in the blood pressure in the limb of the side 
operated upon which was due to vasodilatation. 
This lasted for about a week, the pressure then re- 
turning to its former level. Whereas in clinical 
cases a favorable influence of the operation on the 
healing of ulcers has been noted, in these experi- 
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ments no such influence was apparent. The author 
explains the difference by assuming that in the 
clinical cases the ulcers were due to disordered sym- 
pathetic innervation whereas in the experimental 
animals this was not true. Cessation of pain has 
also been noted in clinical cases after the operation, 
but of course could not be determined in experi- 
mental work. Aubrey Goss Morean, M.D. 


MISCELLANEOUS 


Cannon, W. B.: Recent Studies on Chemical Medi- 
ations of Nerve Impulses. Endocrinology, 1931, 
XV, 473- 


The author reviews the evidence that peculiar 
substances are given off from or near effector organs 
innervated by the sympathetic and parasympathetic 
fibers of the autonomic nervous system and that 
these substances are capable of influencing other 
organs similarly innervated in the same way as 
nerve impulses. While experimental proof of the 
existence of a circulating mediator of unduly 
distributed sympathetic impulses was difficult to 
obtain because the anaesthetics used abolished the 
effect of stimuli meant to bring the sympathetic 


system into action, proof was finally obtained in an 
experimental preparation in which the heart was 
denervated, the liver and adrenals were excluded 
from action, and the spinal cord was severed in the 
midthoracic region. Stimulation of the sympathetic 
fibers to the smooth muscle of the tail hairs in this 
preparation caused a slow increase in the blood 
pressure and heart rate. Checking the blood flow 
from the part stimulated caused delay or reduction 
in the effect until the flow was restored. When the 
circumscribed area stimulated sympathetically was 
excised the application of the same stimulus had no 
effect. Because this substance is obtained from 
smooth muscles when they are activated by sym- 
pathetic impulses the author suggests that it be 
called ‘‘sympathin.” 

Evidence is cited to show that adrenin and 
sympathin are similar if not identical and are co- 
operative in action. On the basis of the evidence at 
hand, the author is unable to state whether the 
humoral substance is a secretion of the nerve 
terminal activating the cell or a derivative of the cell 
itself which mediates the action of the nerve im- 
pulse on the special mechanism in the effector cell. 

Have A. Haven, M.D. 
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CHEST WALL AND BREAST 


Morgen, M.: Tuberculosis of the Breast. Surg., 
Gynec. & Obst., 1931, liii, 593. 

While relatively rare when compared with tuber- 
culosis in other organs of the body, tuberculosis of 
the breast is not uncommon among diseases of the 
breast. In the author’s opinion the occurrence of 
primary tuberculosis of the breast has not been 
proved, as there is no record of a case in which tuber- 
culosis was found limited to the breast at autopsy. 

The possible paths of infection are: (1) the ducts, 
(2) a surface wound, (3) the blood stream, (4) the 
lymphatics, and (5) the contiguity of structures. 
The first possibility is considered quite remote. 
Accidental infection through a surface wound is 
possible since Ravenel has shown that the organism 
is able to pass through the skin or mucosa without 
leaving any sign of invasion. Against the likelihood 
of the blood stream’s being the pathway of infection, 
the author points out that in 1925, Nagaskima re- 
ported thirty-four cases of miliary tuberculosis com- 
ing to autopsy in which all suspicious breasts were 
sectioned but failed to show evidence of a tuber- 
culous lesion. It has been generally believed that 
most cases of mammary tuberculosis are the result of 
retrograde lymphatic involvement from the axilla 
or some intrathoracic focus. This theory is sup- 
ported by a number of cases in which the involve- 
ment of the axillary nodes seemed definitely to pre- 
cede the breast involvement and by the intimate re- 
lationship of the mammary gland to the axillary and 
mediastinal lymph nodes. Infection through the 
contiguity of tissues is readily understood. 

Most cases of tuberculosis of the breast are of the 

bovine type. Trauma and heredity play a very 
minor part. The lesion is most frequent during the 
period of sexual activity, and the right breast is in- 
volved more often than the left. 
_ The first sign noted by the patient is a small lump 
inthe breast. This precedes pain or discomfort by a 
considerable time. ‘The disseminated or nodular 
type is characterized by extreme chronicity, absence 
of pain, and an insidious development. The con- 
fluent type has a more rapid course than the nodular 
type and is more often seen in the lactating breast. 
Later, the skin over the mass becomes tense and 
reddened and severe pain begins because of the dis- 
tention of underlying tissues. The area soon breaks 
down and a fistula results, through which a thick 
cheesy pus is discharged. Retraction of the nipple is 
rare. It occurs only in cases in which the process is 
of long duration and low virulence. Homolateral 
axillary adenopathy is one of the most frequent 
signs of mammary tuberculosis and may be noted 
long before the breast lesion. 


The prognosis is good when surgical treatment is 
given early. Antony F. Sava, M.D. 


Liedberg, N.: Cystic Disease of the Breast (Ueber 
Mastopathia cystica). Acta chirurg. Scand., 1931, 
Ixviii, 369. 

The author reviews sixty-two cases of cystic dis- 
ease of the breast which were treated in the surgical 
clinic at Lund in the period from 1900 to October, 
1930. As a bilateral operation was done in four 
cases, sixty-six specimens were examined micro- 
scopically. 

Microscopic examination of the tissue removed at 
the primary operation showed a definitely benign 
process in 68 per cent of the specimens, so-called 
precancerous proliferation in 18 per cent, and ob- 
vious cancerous degeneration in 14 per cent. 

Bleeding was a symptom in eighteen (nearly 30 
per cent) of the sixty-two cases. In two, it occurred 
from both breasts. 

In the clearly benign cases the incidence of hamor- 
rhage from the breast was 25 per cent, and in the 
precancerous and cancerous cases it was only 
slightly higher, viz., 33 per cent. 

Of twenty-nine patients whose condition was 
diagnosed as benign on microscopic examination and 
who were treated only by the local excision of a 
tumor, three (10 per cent) developed a cancer. Ten 
of these patients were under observation for more 
than six years. 

Of eleven patients with cystic disease accompanied 
by bleeding, who were treated by limited excision, 
only two developed a cancer of the breast. 

In the author’s opinion the findings of the follow- 
up examinations indicate that in cases of cystic dis- 
ease of the breast with a fairly circumscribed tumor 
formation and the microscopic appearance of an 
undoubtedly benign process, the operative treat- 
ment should be conservative. 


Mason, J. T., and Rose, H. W.: Carcinoma of the 
Breast Removed with the Actual Cautery. 
West. J. Surg., Obst. & Gynec., 1931, XXxix, 821. 

The authors first discuss the use of the cautery in 
surgery, and then consider the vulnerability of can- 
cer cells to heat. Since 1926 the actual cautery has 
been used in their hospital in all cases of breast can- 
cer. The usual type of radical mastectomy, includ- 
ing removal of the upper portion of the rectus sheath, 
is performed. The skin is held taut by towel clips 
with traction applied on either side along the line 
of incision. The skin incision down to the muscle 
is made with the cautery at white heat (2,800 de- 

grees F.). This temperature is used also for divid- 

ing the nerves. The skin flaps are dissected up with 

a cherry-red cautery (1,800 degrees F.). This is used 
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also in excising the tumor, cutting the muscles, and 
removing the glands. A dark red cautery (1,400 de- 
grees F.) is used to strip the large blood vessels and 
nerves of their gland-bearing fat and fascia. In 
stripping the vessels the stroke of the cautery is 
made in the direction opposite that of the blood flow 
in the vessel. This procedure permits the blood cur- 
rent to cool the vessel wall. The wound is closed 
without drainage. Occasionally serous drainage oc- 
curs from the axilla. The patient is encouraged to 
use the arm immediately. After from ten to fourteen 
days massage of the arm and hand is begun and the 
arm is moved fully in all directions. Deep X-ray 
therapy is begun at about the third week. 

Since 1926, thirty-three cases have been operated 
upon in the manner described. Twenty-seven of the 
patients have been followed. Three had local re- 
currences, five died of metastases, and eighteen are 
living and well. Of twenty-five previously treated 
patients who were operated upon with the knife, 
twenty were followed. Three had local recurrences, 
twelve died of metastases, and five are alive and 
well. 

The method described is associated with less 
haemorrhage. trauma to the tissues from hamostats, 
postoperative pain, and danger of causing metas- 
tasis than other procedures, requires less time, and 
is followed by rapid healing. Its disadvantages are 
the danger to the flaps from the use of too much 
heat and slightly greater difficulty in the restoration 
of full movements of the arm than after other 
methods. FRANK B. Berry, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Morin, J.: Collapsotherapy in the Adult and the 
Child (La collapsotherapie chez lV’adulte et chez 
Venfant). .lrch. méd.-chir. de lappar. respir., 1931, 
Vil, 229. 

Tuberculosis must be looked upon as a cyclic dis- 
ease. In the first stage the reaction of the organism 
consists in the development of sensitization, a hu- 
moral change. which is revealed by the positive cuti- 
reaction. The second stage is characterized by 
generalization of the lesions in the serous membranes 
—pleure, peritoneum, and synovial and meningeal 
membranes—and the formation of epituberculous 
lesions in the lung, a perilesional, non-specific reac- 
tion. The humoral hypersensitization is manifested 
by an intense cuti-reaction. Gradually the general 
hypersensitization gives place to immunity, and 
after a period of time, which is generally quite long, 
the condition reaches the tertiary stage which is 
characterized by localization of the lesions with rela- 
tive immunity. This is the tuberculosis which is 
found in the adult. 

In the author’s opinion, pulmonary tuberculosis 
in the child should not be treated by collapsotherapy. 
The findings include principally the epituberculous 
lesions of the secondary period, the period of gen- 
eralization of the affection with hypersensitivity. 
Therefore general treatment is indicated. 
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In pulmonary tuberculosis in the adult—the ter. 
tiary stage of Ranke—collapsotherapy may be of 
value as the condition is localized and there is rela- 
tive immunity. An endogenous origin—re-awaken- 
ing of an old primary aflection—is more common 
than an exogenous origin. 

To determine the relative value of phrenicectomy 
and artificial pneumothorax, the author analyzed 
the results in 174 cases treated by the former and 321 
cases treated by the latter procedure. From his find- 
ings he concludes that phrenicectomy gives results 
practically equivalent to those of pneumothorax; 
that it may be effective when pneumothorax fails; 
that it does not favor complications; and that it is 
more physiological than artificial pneumothorax, 
The permanency of its results he regards as an ad- 
vantage. He therefore prefers it to artificial pneu- 
mothorax. He has found the Félix technique best. 

When phrenicectomy and artificial pneumothorax 
fail or are contra-indicated, partial thoracoplasty 
gives remarkable results. Morin says that the col- 
lapse of the thoracic wall should be limited to the 
level of the lesion. The number of ribs resected 
should be minimal, but each rib resected should be 
resected as far as possible. Pace. 


Truffert, P.: The Suspension of the Pleural Dome 
and Its Réle in the Results of Apical Collap- 
sotherapy (La suspension du déme pleural et son 
role dans les résultats de la collapsothérapie apicale), 
Arch. méd.-chir. de appar. respir., 1931, Vi, 199. 

The author’s description of the suspension of the 
pleural dome differs from the classical description 
in the following particulars: 

1. The ligaments described are not isolated for- 
mations, but re-inforcements of normal fibrovascular 
structures. Their value as supporting structures is 
determined by the presence of vessels in their 
interior. 

2. These ligaments are not inserted on the pleural 
dome. They are continuous with the fibrous dome. 
The latter is not an autonomous formation, as 
Bourgery, Deville, and Degruss have described it, 
but is continuous with the endothoracic fascia. 

3. This dome is sustained, not by fibrous forma- 
tions, but by the subclavian vessels drawn up by the 
ascending branches emanating from them. 

The pleural apex contracts with this fibrous dome 
which has connections, and relationships identical 
with those between the parietal pleura and the 
thoracic wall; that is to say, the pleural dome may 
be completely cleft without meeting any resistant 
formation or important organ. 

A technique for collapse therapy which aims only 
at destruction of the ligaments will be ineflicacious 
even if it includes ligation of all of the ascending 
branches of the subclavian artery and section or 
resection of the anterior scalenus. For effacement 
of the apex it is necessary also to liberate the sub- 
clavian artery completely from its fibrous sheath. 
It is the subclavian artery that holds and guides the 
periapical vascular sheath. 
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In apicolysis, resection of a certain amount of the 
second rib facilitates the later stages and favors 
complete detachment. It is possible to liberate the 
pleural dome completely from its connections with- 
out penetrating the supraclavicular zone and with- 
out meeting any fibrous formation which must be 
removed or sectioned. In the living, a rough dissec- 
tion with the tampon would certainly be of value, 
and the oozing into the surrounding fascia would 
rapidly yield to tamponing with compresses satu- 
rated with warm salt solution. The anatomical 
difficulties of apicolysis are then easily surmounted. 
The surgical difficulties due to the thinness and fri- 
ability of the pleura have been discussed by Bérard. 

PACE. 


Brock, R. C., and Blair, E. A.: The Importance of 
the Respiratory Movements in the Formation 
and Absorption of Pleural Fluids. J. Thoracic 
Surg., 1931, i, 50. 


Brock and Blair describe in detail an apparatus 
which allows direct observations on a heart-lung 
preparation freshly removed from a dog, hooked up 
with an artificial circulation, placed in a glass 
“thorax,” and made to ‘“‘breathe”’ by a respiratory 
pump. By means of this set-up the exudate from 
each lung can be separately observed and collected 
for a period of several hours. 

Under direct visualization, fluid can be seen to 
drip from an edematous lung. It is suggested that 
the rise in negative pressure during the act of inspi- 
ration fills the subpleural lymphatics, and that 
when expiration follows, the filled lymphatics empty 
part of their contents into the pleural space. An 
oedematous condition of the lung was produced by: 
(1) pouring acidified fluid into the bronchi, (2) in- 
ducing passive congestion, and (3) causing an active 
inlammatory process with dilute chlorine gas. 

It was discovered that in a living preparation the 
formation of a pleural effusion is dependent upon 
the respiratory movements, a finding which cor- 
roborates the conclusions previously drawn by 
Graham from experiments with dead lungs in an 
artificial thorax. 

In the living intact animal, after an oedematous 
condition of the lung had been produced by either 
the acidified fluid method or the chlorine method, 
fluid could be collected by means of a cannula in- 
serted into the pleural space. The rate of formation 
of this fluid was shown to be dependent upon the 
force of the respiratory movements and the asso- 
ciated pressure changes. A quiet, easy respiration 
produced a small effusion, whereas deep, labored 
breathing caused a much more rapid accumulation. 

In addition to fluid of an inflammatory nature 
passing from the lung to the pleural space, the au- 
thors found that ordinary Ringer’s solution, if in- 
troduced into the bronchi and alveoli, will be made 
to pass into the pleural cavity by the respiratory 
movements. When part of a broth culture of strep- 
tococcus was added to Ringer’s solution and intro- 
duced into the lung, the organisms passed through 


the pleura with the fluid almost immediately and 
without the aid of cellular activity. It is suggested 
that this may be an important mode of infection in 
the body and may explain certain septicemias of 
obscure origin. 

Just as the rate of formation of fluid by the in- 
flammatory lung was influenced by the character of 
the respiratory movements, so also was the rate of 
absorption of fluid by the non-inflammatory lung. 
With quiet, easy respiration the absorption was 
slow; with deep, labored breathing it was much 
more rapid. J. DanreL Wittens, M.D. 


Head, J. R.: Empyema with Bronchial Fistula 
Simulating Lung Abscess and Bronchiectasis. 
Surg., Gynec. & Obst., 1931, liii, 691. 

The clinical manifestations of empyema with 
bronchial fistula are so different from those of un- 
complicated empyema that the former condition is 
often mistaken for disease of the lung and bronchi. 
Acute cases of empyema with bronchial fistula simu- 
late lung abscess, while chronic cases simulate bron- 
chiectasis. The most common cause of empyema 
with bronchial fistula is the rupture of a tuberculous 
cavity into the pleura. Other causes are lung abscess 
and gangrene, the sloughing of a superficial pul- 
monary infarct, the spontaneous rupture of an em- 
pyema, pulmonary cancer, hydatids of the lung, 
bronchiectasis, and bronchial foreign body. 

In acute cases of cough, copious sputum, and 
fever, it may be difficult, even with the aid of roent- 
genograms, to distinguish encapsulated pyopneu- 
mothorax from parenchymal abscess. Chronic cases 
of empyema with bronchial fistula have emptying 
spells of marked expectoration with a change in po- 
sition similar to cases of bronchiectasis. However, 
small and loculated empyemata in which the fluid 
level is obscured by a thickened pleura may be con- 
fused with the type of bronchiectasis in which there 
is parenchymal fibrosis or atelectasis or the main 
bronchus is so constricted that the lung becomes 
drowned with secretions. A carefully taken history. 
physical examination, and roentgenograms made in 
at least two planes in the upright position before 
and after the injection of iodized oil are essential for 
the diagnosis. Diagnostic aspiration should not be 
performed for if a lung abscess is present there is 
risk of infecting the pleura and causing empyema. 

As the treatment of the various possible conditions 
is so different, a correct diagnosis is important. Lung 
abscess calls for expectant treatment with salvarsan 
and postural drainage and possibly later thora- 
cotomy. Bronchiectasis is treated by vaccines, 
lipiodol injections, postural drainage, and perhaps 
phrenicectomy. The treatment indicated for em- 
pyema with bronchial fistula is drainage by rib 
resection. In acute cases, the fistula and cavity will 
usually close spontaneously following drainage, but 
if they do not, secondary operations are required. 

The author reports four cases in which the diagno- 
sis was uncertain and diflicult. 

Mavricre Meyers, M.D. 
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Muller, G. P.: The Mortality of Operation for 
Acute Empyema. J. Thoracic Surg., 1931, i, 15. 

This is a report on ninety-nine cases of acute 
empyema following pneumonia. There were six 
deaths. In adults over fifty years of age the mor- 
tality was 40 per cent; in infants under two years 
of age, 15.4 per cent; and in children under fourteen 
vears of age, 3.9 per cent. The prognosis is greatly 
influenced by the patient’s age, the condition of the 
lung, the type of the infecting organism, and the 
complications. 

Except for aspiration, surgery should be delayed 
until the metapneumonic stage. In twenty-three 
of the cases reviewed, drainage was effected by the 
introduction of a tube between the ribs; in thirty- 
four cases, by the same procedure followed by rib 
resection; and in forty-two cases by primary rib 
resection. 

Closed drainage is usually the best method and 
will nearly always effect a cure. The author states 
that rib resection properly carried out is not open 
drainage. J. DantEeL Wittems, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Scrimger, F. A. C.: 
(Esophagus. 


Idiopathic Dilatation of the 
Ann, Surg., 1931, xciv, 801. 


By “idiopathic dilatation” of the oesophagus the 
author means cardiospasm, a considerable dilatation 
of the cesophagus without anatomical stenosis but 
associated with difficulty in the passage of food into 
the stomach. 

Before describing a new operation for the condi- 
tion, Scrimger reviews the anatomy and physiology 
of the oesophagus and the pathological changes in- 
volved in idiopathic dilatation. The obstruction to 
the passage of food in the latter condition always 
occurs at the level of the diaphragm. The cardia is 
probably opened actively by contraction of the 
longitudinal muscle fibers in rhythm with the swal- 
lowing reflex. Swallowing is initiated by a voluntary 
act. The food is squirted down by the action of the 
pharyngeal muscles and carried along the cesophagus 
by the combined action of peristalsis and gravity. 
The reflex requires an intact nervous pathway, 
probably through the vagus. Degeneration of Auer- 
bach’s plexus in the lower end of the cesophagus has 
been found in every case of idiopathic dilatation in 
which a search has been made for it since it was first 
described by Rake in 1927. This may explain the 
break in the vagal paths which may be localized to 
the cardiac portion or extend for a varying extent 
up the wall of the organ. As a result of it, the 
cesophagus becomes atonic, dilated, and elongated, 
reaching a maximum diameter immediately above 
the diaphragm, or S-shaped with the dilated portion 
lying over the upper surface of the right diaphragm. 
At the diaphragmatic end it is almost invariably 
normal in diameter. The subdiaphragmatic portion 
is variously described as normal, small, or pencil- 
like. In a few cases there is hypertrophy of the mus- 
cular wall of the dilated portion. The mucosa may 
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be ulcerated. The capacity may be increased to 3 
liters and the circumference to 30 cm. The dilata- 
tion may reach a far greater degree than is ever seen 
in mechanical obstruction due to neoplasm or 
stricture. 

The fluoroscopic picture is typical. The fluid 
drink enters the oesophagus by the action of the 
pharyngeal muscles, falls straight to the level of the 
diaphragm, and then fills up from the bottom. 
There is no sign of peristalsis. In complete cases no 
fluid enters the stomach. In others, when a fluid 
head of from ro to 12 cm. is obtained, some of it 
may trickle into the stomach if it is in direct line. 
There is a long history of difficulty in swallowing 
and regurgitation of much food with remissions. 

The treatment may consist in dilatation or opera- 
tion. Dilatation may be carried out with the finger 
through the stomach from below or by dilators from 
above. Its result is only temporary. The operative 
procedures include anastomosis of the dilated 
cesophagus to the fundus of the stomach and the 
operation of Heller which consists in cutting the cir- 
cular fibers of the subdiaphragmatic portion as in 
the Ramstedt operation for pyloric stenosis. Both 
of these methods are associated with the danger of 
mediastinitis from leakage as the tissue of the 
cesophagus is poorly adapted for suture. In the 
author’s operation, cesophagoplasty, the elongated 
and twisted cesophagus is mechanically brought 
down and straightened by enlarging the opening in 
the diaphragm and suturing its edges to the thick- 
ened muscular wall of the dilated portion of the 
cesophagus. This is done through a so-called Mar- 
wedel left paramedial incision with the formation of 
a chest-wall flap at the level of the seventh, eighth, 
and ninth ribs. In the three cases in which this 
operation has been performed subsequent examina- 
tion showed fluid entering the stomach when a head 
of from 4 to 6 in. was formed and swallowing was 
normal when finely divided food well mixed with 
fluids was given. After a meal it was found advisable 
to have the patient take a quantity of water to pre- 
vent remnants of food from remaining in the lower 
cesophagus. Maurice Meyers, M.D. 


Turner, G. G.: Some Experiences in the Surgery of 
the @sophagus. New England J. Med., 1931, ccv, 
657. 

In cases of cardiospasm and strictures in the 
lower part of the cesophagus Turner prefers to at- 
tempt mechanical dilatation with an instrument, 
preferably the mercury bougie. If this fails to give 
relief, he considers surgery. 

In nearly all cases in which a direct operation on 
the cesophagus is contemplated a preliminary gas- 
trostomy should be done. As a rule this will be 
necessary to get the patient into sufficiently good 
condition for him to withstand the major surgery. 
Despite the amount of liquid nourishment that can 
be fed through a gastrostomy opening, the general 
condition never improves so quickly or so com- 
pletely as when mouth feeding is possible. The 
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patient seems to get along better also if he can 
swallow his saliva or is fed his saliva through the 
gastrostomy tube. 

When surgical interference is indicated the author 
prefers the abdominal approach. He believes, how- 
ever, that the thoracic approach should not be en- 
tirely discarded. A new opening may be made be- 
tween the cesophagus and the stomach or both the 
stomach and oesophagus may be incised in the man- 
ner of the Finney pyloroplasty. No special after- 
treatment seems necessary. 

The author urges more thoughtful consideration 
of the possibility of relief by operation in carcinoma 
of the oesophagus. 

His technique for surgery of the lower end of the 
esophagus is described in detail and shown in illus- 
trations. Eart O. Latmer, M.D. 


Alpin, J.: Collar Mediastinotomy in Complicated 
Foreign Body in the Hsophagus (Zur rage der 
collaren Mediastinotomie bei komplizierten Oeceso- 
phagusfremdkoerpern). Zéschr. f. Hals-, Nasen-, u. 
Ohrenheilk., 1931, Xxviii, 293. 

In twenty-nine cases of foreign body incarcerated 
in the oesophagus the author was compelled to do a 
collar mediastinotomy three times. Surgical inter- 
vention is absolutely necessary in abscess in the 
cesophageal wall, localized pericesophageal abscesses, 
and diffuse phlegmon with suppurative mediastinitis. 
These complications may develop when the foreign 
body is retained, after it has been successfully re- 
moved, and even after it has been passed sponta- 
neously. 

Following a discussion of the essential symptoms 
of complicated cesophageal foreign body and its 
diagnosis by means of the X-ray and cesophagoscopy, 
the author reports the three cases in which he per- 
formed a collar mediastinotomy. 

The first case was that of a patient who swallowed 
a bone and had been subjected to various attempts 
to force it down by blind methods. When the author 
was consulted the bone has been stuck in the ceso- 
phagus for three days. Roentgen examination 
revealed partial retention of the contrast medium at 
the level of the seventh cervical vertebra. The 
cesophagoscope disclosed a rupture of the left ceso- 
phageal wall and a bone with sharp, pointed edges, 
embedded vertically at a depth of 19 cm. Extrac- 
tion was extremely difficult and was effected only 
after repeated attempts. Immediate mediastinotomy 
was advised because of the perforation, but the 
patient refused it. At first there was some improve- 
ment, but later definite evidence of an acute phleg- 
monous pericesophagitis and mediastinitis devel- 
oped. Finally, the patient consented to the operation. 
A bilateral collar mediastinotomy was done by 
Hacker’s method. Death occurred twenty-four 
hours later from increasing cardiac weakness. 

In the second case the patient swallowed a goose 
bone. The bone lay in the cesophagus for six days at 
the level of the sixth cervical vertebra. Attempts at 
extraction had not been made. The author removed 


it by cesophagoscopy under local anesthesia with the 
aid of a distensible tube by Seiffert’s method. On 
the left oesophageal wall there was a decubital ulcer 
from which malodorous pus escaped in a considerable 
quantity when pressure was applied upon an infil- 
tration in the neck. The pus was found to come from 
a pericesophageal abscess. On the following day a 
bilateral mediastinotomy performed by Hacker's 
method released a large amount of pus which yielded 
streptococci. The patient made a good recovery and 
was discharged well after ten weeks in the hospital. 

The third case was that of a patient who believed 
he had swallowed a bone and came at once for treat- 
ment. Roentgen examination revealed a shadow at 
the level of the sixth cervical vertebra. On the 
following day cesophagoscopy was done under local 
anwsthesia in both the sitting and lying positions, 
but revealed no foreign body. The patient was very 
excited and restless. After three hours, emphysema 
of the neck and fever developed. By evening, the 
emphysema had extended and the temperature had 
risen to 39.2 degrees C. To prevent mediastinitis a 
bilateral mediastinotomy was done. A perforation 
made by the cesophagoscope was found in the upper 
cervical portion of the cesophagus. A stomach tube 
was introduced and bilateral iodoform tamponade of 
the upper mediastinum and the pericesophageal 
space was done. The patient’s condition improved 
except for paralysis of the right vocal cord. When he 
was discharged at the end of two months his voice 
was hoarse, but he was cured otherwise. 

The author requests that analogous cases and all 
cases of mediastinotomy by Hacker’s method or by 
Marschik’s modification be reported. Zrrrer (Z). 


Gatellier, J.: Acute Mediastinal Emphysema 
(L’emphyséme médiastinal aigu). Arch. méd.-chir. 
de V'appar. respir., 1931, Vi, 210. 

Acute mediastinal emphysema occurs as a 
complication of chest wounds from projectiles of 
war, but is seen also in civil surgical and medical 
practice. In the author’s first case, that of a man 
wounded in the chest, the extension of the condi- 
tion was so rapid that early operation failed to save 
the patient’s life. 

Among 261 cases of penetrating wounds of the 
chest the author observed only 7 cases of acute 
mediastinal emphysema. The 2 early symptoms 
are dyspnoea and circulatory disturbance with 
cyanosis. It is the veins that offer the least re- 
sistance to the gaseous compression. The pulse is 
small and frequent, and there are irregularities in 
the cardiac rhythm. According to Sauerbruch, the 
heart sometimes stops before the respiration. 

In exploring the substernal fossette the finger 
depresses a sort of elastic cushion which seems to 
compress before it the cutaneous and superficial 
layers. The subcutaneous crepitant bulla is not per- 
ceived by palpation until a later stage. Of great 
importance in the diagnosis are phrenic pain, 
disappearance of precordial dullness, and_ the 
findings of roentgenoscopy. 
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The author proposes an operation which he per- 
formed under local anesthesia with the patient in 
the half-seated position. The substernal space is 
first opened. When this is done bubbles of gas 
sometimes escape. Next a transverse incision of the 
median aponeurosis is made and the right and left 
infrahyoid muscles are separated with a grooved 
director. The pretracheal cellular tissue appears in 
the wound. The finger and the director are then 
brought into contact with the spine. The visceral 
sheath and the transverse attachments of the 2 
vascular sheaths are opened. The prelaterovisceral 
space gapes widely. The finger is then curved from 
externally inward and, breaking the sagittal septum 
in from each side, penetrates into the retrovisceral 
space, the insufflation of which is sometimes quite 
marked, to push back the _ tracheo-cesophageal 
visceral mass. All of the cervical cells are opened to 
communicate with the infrasternal incision. In 


order to facilitate drainage, the passages of com- 
munication are enlarged with the finger. Passing 
around the upper edge of the manubrium and the 
left brachiocephalic trunk, the finger is directed 
downward toward the summit of the pericardium 
and the multiple fibrous expansions—the verte- 
bropericardial ligaments, suspensory ligament of 
the pericardium, and cervicopericardial layer— 
which pad the superior mediastinum are pulled 
apart. The mediastinal air then spreads freely 
toward the cervical regions. A short drain is placed 
in the incision and a layer of gauze impregnated 
with gomenol applied to the wound. 

In the four cases in which this operation has been 
performed the symptoms disappeared in four days. 

The author believes that the technique described 
may be used also for mediastinal emphysema 
arising from non-surgical conditions such as whoop- 
ing cough and bronchopneumonia. PAcE. 
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ABDOMINAL WALL AND PERITONEUM 


Obadalek, W.: Early Operation in Pneumococcic 
Peritonitis in Children (Die Fruehoperation der 
Pneumokokkenperitonitis im Kindesalter). Zentralbl. 
f. Chir., 1931, p. 1250. 

Since 1920 the author has seen fifty cases of 
pneumococcic peritonitis at his clinic in Bruenn. 
Of the fifty patients, forty-seven were operated upon 
immediately. The three others were not operated 
upon because in one case the parents refused to 
allow operation; in another, the patient was admitted 
to the hospital in a dying condition; and in the third, 
the patient was too weak from an illness which had 
lasted three months and was complicated by chronic 
sepsis, thrombosis of both iliac veins, and umbilical 
fistula. Of the forty-seven patients, thirty-seven 
were cured and ten died in spite of the operation. 
Of ten patients with localized abdominal empyema, 
only one died. Of thirty-seven patients with diffuse 
peritonitis, nine (24 per cent) died and twenty-eight 
were discharged cured. 

Although statistics show that the mortality of 
pheumococcic peritonitis decreases with the dura- 
tion of the disease, the author could not decide to 
give up early operation. It is almost impossible to 
foretell whether the peritonitis will become localized 
or not. Furthermore, even in the third stage, that 
of localized abdominal empyema, sudden diffusion 
of the infection may occur at any time, and if it 
should attack some vital organ it would then be 
too late to interfere. The danger of conservatism 
in pneumococcic peritonitis lies in the fact that early 
diagnosis is by no means always certain. In several 
cases the diagnosis was wrong, peritonitis of ap- 
pendiceal origin or a combination of pneumococcic 
peritonitis and appendicitis being discovered. 

The operation consisted of bilateral incision and 
drainage, and, if possible, removal of the appendix. 
It should be performed quickly and should not re- 
quire more than twenty minutes. 

Of the deaths in the cases operated upon early, 
two occurred in hopeless cases (with acute yellow 
atrophy of the liver and pneumocoecic meningitis 
before operation), two in cases of peritoneal pneumo- 
coccic sepsis, and three in cases with bowel paralysis 
before the operation. Of the last three, two were due 
to metastasis (meningitis and pericarditis). 

A. ROSENBURG (Z). 


GASTRO-INTESTINAL TRACT 


Alvarez, W. C.: Problems of Present-Day Gastro- 
Enterology. Am. J. M.Sc., 1931, clxxxil, 441. 


While there are many theories as to why peri- 
staltic waves tend to travel aborally, the most 
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probable explanation is that the upper part of the 
gastro-intestinal tract is more active, more irritable, 
and more responsive to stimulation than the lower 
part. This theory is supported by the fact that 
peristalsis has been reversed experimentally by 
causing irritation of the lower end of the bowel. The 
gradient of irritability down the bowel is commonly 
reversed in pregnancy as the result of increased 
metabolic activity in all tissues in the region of the 
growing uterus. The introduction of an irritant, 
even water, into the rectum may reverse the 
gradient and cause vomiting. 

There is still much that is not understood 
about the nerves of the gastro-intestinal tract. 
Often when the bowel is quiet it is not paralyzed by 
toxins but inhibited by nervous action. In certain 
cases of dynamic ileus spinal anesthesia removes 
the nervous inhibition and causes bowel activity. 

Symptoms of indigestion are produced by motor 
dysfunction rather than by disturbances of secre- 
tion. Our knowledge concerning gastric secretion, 
and especially the concentration of pepsin in various 
diseases, still remains elementary. Gases which form 
in the bowel are normally absorbed by the blood 
and excreted by the lungs, and flatulence may be 
due to the swallowing of air rather than to the 
formation of gases in the bowel. 

It is now known that mental and emotional dis- 
turbances can either delay or stimulate the move- 
ments of the bowel and interfere with the produc- 
tion of gastric and intestinal secretions. Constipa- 
tion may produce stagnation of foul material in the 
colon resulting in pain and flatulence. Many dis- 
turbances of digestion accompanied by headache, 
insomnia, and nervousness appear to be due to 
constitutional inadequacy. This defect is often con- 
genital or hereditary. While migraine has many 
gastro-intestinal symptoms, the cause is probably 
located in the cerebrum and it is questionable 
whether dieting will relieve the condition. 

The cause of constipation is still not clear. In 
many cases cure is impossible. Eventually, the 
neurological surgeon may devise an operative 
technique which will be of aid in severe cases. 
Enemas of warm normal salt solution are often 
very helpful. This solution will not irritate the 
mucous membrane of the colon or produce per- 
manent injury. It is superior to either plain water or 
a soapsuds solution. 

In many cases of diarrhoea, a definite diagnosis 
is impossible as the stools, the roentgenograms of 
the colon, and the mucous membrane may appear 
normal. In such cases there may be a disorder of 
the absorbing mechanism of the colon and water 
may be returning from the blood into the sigmoid 
and rectum. 


227 


l- 
g 
ie 
d 
n 
y 
i 
1 


228 


There are many so-called functional troubles 
which may have an organic basis. Gastritis is not a 
common disease. Inflammation in the duodenum 
may suggest ulcer and in the ileocwecal region may 
suggest appendicitis. In cases of gall-bladder dis- 
turbances cholecystectomy often fails to relieve the 
symptoms completely because other areas of infec- 
tion remain in the liver. The liver has many func- 
tions, some of which are not yet understood. There- 
fore our tests of liver function to date are imperfect. 
Both cirrhosis and pancreatitis may be present 
without producing marked symptoms or physical 
findings. Mild infections of the encephalitic type 
are common and frequently overlooked. Many 
vague abdominal symptoms may be due to mesen- 
teric lymphadenitis. 

Very little is known regarding the circulatory dis- 
turbances which may occur in the portal system. It 
is possible that these cause a decrease in the blood 
supply resulting first in infarcts and later in gastric 
and duodenal ulcers. 

Much study still remains to be done with regard 
to the abdominal nerves and their ganglia. The 
symptoms produced by injury to these nerves are 
usually not related to food taking. Ulcer symptoms 
and gastric hyperacidity may be present without 
ulcer. In such cases sedatives often give more relief 
than alkalies. 

The cause of gastric ulcer is still obscure. Hyper- 
acidity is perhaps a contributory factor, but not the 
most important one. It is possible that the pepsin, 
mucus, and lipase are of greater importance than 
we suspect at the present time. Nervous spasm of 
the blood vessels of the stomach and duodenum may 
keep the mucosa anemic long enough for ulcers to 
form. There may be different types of gastric and 
duodenal ulcers occurring at different ages and in 
different locations. The cause of ulcer pain is still 
not explained satisfactorily. As the nerve fibers 
which transmit pain leave the abdomen by way of 
the splanchnic nerves, blocking of these nerves by 
local anwsthesia may relieve many patients who 
suffer abdominal pain and have not been benefited 
by other surgical procedures. 

Cyrit J. GLaspet, M.D. 


Nunn, L. L.: Sarcoma of the Alimentary Tract. 
Northwest Med., 1931, XXX, 497. 

This article reviews a series of seventy-two con- 
secutive cases of sarcoma of the alimentary tract 
from the oesophagus to the rectum inclusive. Of the 
sixty-five patients traced, forty-nine were dead and 
sixteen were living and well. 

Nunn concludes that these cases support the 
theory that fibrosarcoma, spindle-cell sarcoma, and 
true round-cell sarcoma have a common origin, 
namely, the primary and undifferentiated fibroblast. 
He believes that lymphosarcoma, Hodgkin’s dis- 
ease, malignant leukoma, and the lymphogranu- 
lomatosis of the Germans may be considered merely 
different clinical manifestations of the same or a 
very closely related pathological process, the origin 
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of which is the primary lymphoblast found in the 
germinal centers of lymph nodes. 

In the cases reviewed, early erosion of the mucous 
membrane, manifested clinically by hemorrhages 
or occult blood in the stool, was absent. Carcinoma 
is frequently associated with both phenomena be- 
cause the epithelial coat is the primary site of the 
growth. In the cases reviewed the sarcoma seemed 
to cause obstruction by pressure from without or, 
as in two cases, by intussusception. Sarcomata, 
especially lymphosarcomata, were proved to spread 
through the muscular coat of the bowel, destroying 
the muscle and producing distinct pouching or dila- 
tation above the growth. 

In comparison with carcinoma of the alimentary 
tract, sarcoma is extremely rare. In a large series of 
cases of malignancy, sarcoma constituted 1.42 per 
cent of the malignant growths of the alimentary 
canal proper. The stomach was involved more fre- 
quently than any other organ. There was no case of 
primary sarcoma of the appendix. Fifty of the 
growths were lymphosarcomata. Lymphosarcoma 
was the predominant type of sarcoma in all portions 
of the alimentary tract except the rectum. Sarcoma 
of the alimentary tract was most frequent in the 
fifth decade of life. The most prominent symptom of 
sarcoma of the small bowel was pain at the site of 
the growth accompanied by intermittent attacks of 
partial obstruction. The prognosis of sarcoma of the 
gastro-intestinal tract is grave. The operative mor- 
tality in the cases reviewed was 16.66 per cent. One 
patient was living and well nineteen years after the 
removal of a highly malignant lymphosarcoma of 
the caecum. Rosert ZoLLINGER, M.D. 


Ramstedt, C.: Is Pyloromyotomy the Method of 
Choice in Infantile Pylorospasm? (Ist die Pylo- 
romyotomie beim kindlichen Polorospasmus die 
Methode der Wahl?) Chirurg, 1931, iii, 449. 

Pyloromyotomy often stops the vomiting of py- 
lorospasm immediately. In other cases the vomiting 
persists until the next day because of the after- 
effects of the anwsthetic. In rare cases pyloromyot- 
omy has apparently no effect. 

Hildebrandt and Gohrbandt recommend that a 
portion of the pylorus be excised to make the proce- 
dure more effective. Mandl and Seiffert warn against 
carrying the incision into the antrum because this 
results only in disturbing the emptying of the 
stomach. Foramitti recommends Loreta’s method, 
blunt dilatation of the pylorus through the opened 
stomach. Heile suggested that the pyloric ring be 
divided in a second place also, specifically in the 
posterior wall. 

Ramstedt had one case in which he performed a 
pyloromyotomy without success and was compelled 
to reoperate and redivide the pylorus after a period 
of four weeks. The second operation gave good re- 
sults although the stomach findings were unchanged. 
In spite of this experience, Ramstedt advises the 
continued use of the simple pyloromyotomy. 

PLENz (Z). 
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Comfort, M. W., and Osterberg, A. E.: Gastric 
Secretion After Stimulation with Histamin in 
the Presence of Various Types of Gastric and 
Duodenal Lesions. J. Am. \/. Ass., 1931, xcvii, 


Histamin is of value in distinguishing true from 
false achylia. However, it failed to cause a secre- 
tion of free acid in one case in which the Ewald 
meal caused such secretion; it produced secretion of 
free hydrochloric acid of a concentration less than 
that evoked by the Ewald meal in two cases; and it 
produced concentration only equal to, or within ten 
points of, that evoked by the Ewald stimulus in 
fourteen cases. 

The histamin test may distinguish the more serious 
forms of secretory disturbance from those of a 
transitory nature, but it does not always give con- 
clusive information as to the underlying anatomical 
lesion of the prognosis. Henning cited cases in which 
repeated gastric analysis with caffeine test meals 
gave evidence of normal gastric secretion when 
secretion had not followed the previous administra- 
tion of histamin. It appears that histamin does not 
always evoke a maximal or constant response. 

It is not apparent that the response of gastric 
secretion to histamin is of greater value than the 
response to the Ewald meal in the differential diag- 
nosis of peptic ulcer and gastric carcinoma. In cases 
in which reduced concentration of free acid and re- 
duced volume have a diagnostic significance, as in 
gastric carcinoma, the Ewald meal gives information 
which compares favorably with that obtained after 
the use of histamin. Moreover, Comfort and Oster- 
berg have encountered cases of gastric carcinoma in 
which the concentration of free acid and the volume 
were almost as great as in cases of duodenal ulcer. 

So far as the volume of gastric secretion is con- 
cerned, there appears to be a significant correlation 
between volume and free acidity. On the other hand, 
the volume of secretion as aspirated varies widely 
in all types of lesions studied. Its diagnostic signifi- 
cance is of such limited value and the possible errors 
in estimation are so great that it does not seem to add 
much information of diagnostic value. 

There is such a high correlation between the high- 
est concentration of total chloride and free acid fol- 
lowing stimulation by histamin that determinations 
of total chloride following the administration of 
histamin offer little extra information concerning 
this secretory activity of the stomach and do not 
add sufficiently to the practical value of the use of 
histamin as a test of secretory capacity to warrant 
the estimation of concentration of chloride. 

The advantages of the stimulus of histamin over 
the Ewald meal are not great enough to warrant the 
adoption of the fractional method with stimulation 
by histamin as a routine procedure. 

The value of histamin in the study of chemical 
values after resection of the stomach or gastro- 
enterostomy lies in disclosing free acidity masked 
by the neutralizing influence of the base in the re- 
gurgitated duodenal or jejunal juice. Additional 


evidence of the unimportance of the humoral or 
hormonal influence of the antral portion of the 
stomach in maintaining the secretory capacity of 
the stomach as well as the high incidence of free 
acidity in the resected stomach is mentioned briefly. 


Neugebauer, F.: The Question of Gastritis (Die 
Gastritisfrage). Beitr. s. klin. Chir., 1931, clii, 514, 
581. 

The cause of gastritis is sometimes to be sought in 
exogenic irritants, but more often in endogenic 
irritants (toxins of the blood or products of protein 
decomposition). The gastritis may heal after dis- 
appearance of the cause, but occasionally it persists, 
recurring chronically through the patient’s life. 
Because of the great variation in the symptoms the 
diagnosis is not easy. The condition may be com- 
pletely asymptomatic, but as a rule there are symp- 
toms suggesting dyspepsia, a nervous disturbance, or 
ulcer. A positive diagnosis can be made only with the 
microscope (possibly from epithelial shreds in si- 
phoned gastric contents). Roentgenographic and 
gastroscopic examinations may mislead. However, 
recognition of the disease is possible from fluoro- 
scopic findings, a carefully taken history, the pres- 
ence of leucocytes in the gastric contents, and the 
intermittent appearance of blood in the stools. The 
author supports the view of Konjetzny, which is con- 
stantly becoming more generally accepted, that 
gastritis is the usual origin of the ulcer and is probab 
ly the origin also of carcinoma. If medical treatment 
fails, surgical intervention, consisting only of exten- 
sive resection, is indicated. Thirteen histories in de- 
tail conclude the article. 

In the discussion of this report, STERNBERG 
stated that atrophy of the mucosa cannot be desig- 
nated atrophic gastritis if no signs of inflammation 
are present and is not the result of inflammation. He 
expressed doubt as to whether it represents the cause 
or the effect of carcinoma. He stated that the con- 
ception of gastritis must be more sharply defined 
from the clinical and anatomical standpoints. 

WINKELBAUER stated that the réle played by the 
musculature as the result of a disturbance of the 
nerves must not be underestimated. This is evident 
from experiments on animals. Conservatism in the 
use of resection is advisable because of the all too 
numerous failures of even experienced surgeons. 

On the bases of 312 cases, MAHLER recommended 
gastroscopy for diagnosis. He stated that gastro- 
tonography according to the method of Weitz, which 
was carried out 150 times, often revealed a tonus 
curve markedly different from the normal and very 
lively. On critical consideration it must be admitted 
that the danger of an operation is greater than the 
possibility of carcinoma. 

REISCHAUER claimed that like all former theories, 
the inflammatory theory of the development of ulcer 
does not explain the typical localization of the lesion 
or the fact that in the great majority of cases only 1 
ulcer is found. Resection is not justified as prophy- 
laxis against carcinoma in gastritis. Neugebauer’s 
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cases of resection for gastritis with previous gastric 
hemorrhage should be included, not in the statistics 
of gastritis, but in those of ulcer as Neugebauer 
found an ulcerative gastritis in all of them. 
FINSTERER stated that the decision as to what 
should be done at laparotomy when no ulcer can be 
demonstrated is more difficult than carrying out the 
operation itself. Of 1,500 cases of benign gastric 
diseases in which operation was performed, chronic 
gastritis was found in ror, and all of the latter had 
been referred for operation with the diagnosis of ulcer 
or carcinoma. In these ror cases, 28 gastroduoden- 
ostomies with division of the pylorus and 73 resec- 
tions (among them resections of previous established 
gastro-enterostomies) were done. There was no 
fatality. When beginning carcinoma was suspected 
and when the acidity was high, Finsterer performed 
a resection. In cases of hypertrophic stenosis of the 
pylorus he performed the operation of Finney (divi- 
sion of the pylorus and wide gastroduodenostomy). 
Of 18 patients subjected to gastroduodenostomy 
more than three years ago, only 7 are completely free 
from symptoms, 5 have been considerably benefited, 
and 4 have not been benefited. The results in 2 are 
unknown. Of 36 patients treated by resection, 21 
(58 per cent) are completely free from symptoms after 
more than three years, 5 have been considerably 
benefited, and 1o have not been benefited. The 
results after resection for gastritis are considerably 
worse than those of resection for ulcer. Finsterer 
achieved success in more than 95 per cent of his 
resections for ulcer. WERNER Buock (Z). 


Gutzeit, K.: The Gastritis Question (Zur Gastritis- 
frage). Beitr. s. klin. Chir., 1931, clii, 570, 581. 

The exact diagnosis of gastritis is difficult even 
today because none of the clinical symptoms is 
pathognomonic. Roentgenological visualization of 
the mucosal shadow is more conclusive, and gastros- 
copy is even more certain. The author briefly 
discusses the roentgen appearance of the mucosa in 
gastritis. In the gastroscopic picture there are 
usually seen, in addition to the granular elevations of 
the mucosa, other signs of gastritic surface changes 
such as spotty reddening, oedema, loosening, and 
velvety swelling, and depressed gray-green portions 
of mucosa with thinning of the surface and increased 
prominence of the vessels. Numerous very minute, 
punctate, and star-shaped dark-appearing epithelial 
defects are visible, which apparently correspond to 
the apical erosions described by Konjetzny. Larger 
flat areas of ulcer-like erosion are also found. The 
occurrence of many erosions and ulcers in some cases 
of gastritis and the absence of such lesions in others is 
as yet unexplained. The hydrochloric acid concen- 
tration plays no réle, as Gutzeit found true mixed 
ulcers in a case of pernicious anemia with histamin- 
resistant achylia and also in a case of chronic hyper- 
trophic gastritis in which, during its ten-year course, 
free acidity was never found with the usual caffein 
stimulation test and in only small amounts with the 
use of histamin. 


The most severe gastritis was found in stomachs 
that had been operated upon. In the majority of 
these there were persistent symptoms after a gastro- 
enterostomy. Usually, the catarrhal swelling, which 
extended into the jejunal loops, was the only ana- 
tomical substratum for the syndrome. Much can be 
accomplished by gastric lavage in such cases. The 
inflammatory condition subsides to a mild degree 
and even ulcers usually heal under this treatment. 
In one case, a rather deep ulcer at the anastomotic 
ring healed with considerable scar formation after 
treatment for four weeks. Two recurrent ulcers near 
the scar also healed after eight weeks with such 
marked subsidence of the inflammatory changes that 
the anastomotic ring was almost free from irritation. 
As such results are not unusual, the author concludes 
that even rather deep niche ulcers at the site of 
anastomosis do not necessarily indicate another 
operation. Accurate evaluation of the results of the 
treatment of gastritis is possible only by gastros- 
copy. According to gastroscopic findings, the gas- 
tritis usually involves all of the mucosa although it 
involves some parts more than others. Gutzeit 
denies that antrum gastritis can be differentiated 
from general gastritis. He bases his opinion on 
definite anatomical findings. Surgical intervention is 
indicated when the gastritis has led to pyloric 
stenosis. The danger of the development of carci- 
noma on the basis of chronic gastritis is also to be 
considered in the indications for surgical treatment. 
However, operation should never be done unless the 
extent and site of the changes have been accurately 
determined by gastroscopy. Konjetzny (Z). 


Pescatori, F., and Rogers, W.: Experimental Con- 
tributions to the Study of the Spastic Genesis 
of Gastric Ulcer (Contributi sperimentali allo 
studio della genesi spastica delle ulcere gastriche). 
Sperimentale, 1931, 1xxxv, 289. 

In the experiments reported the authors caused 
spasticity of the gastric musculature by two meth- 
ods: (1) the application to the exposed stomach of 
an electric current of 3 ma., and (2) the subserous 
injection of a 0.05 per cent solution of ergotin. 

Their results seem to show that spasticity may 
play an important réle in the production of ulcera- 
tive processes in the stomach by causing a con- 
striction in the musculature of the gastric wall which 
delays the movement of the mucosa and a con- 
striction of the vessels supplying the mucosa. 

Eucene T. Leppy, M.D. 


Lindau, A., and Wulff, H.: The Peptic Genesis of 
Gastric and Duodenal Ulcer; Especially in the 
Light of Ulcers in Meckel’s Diverticulum and 
the Postoperative Ulcers in the Jejunum. Surg., 
Gynec. & Obst., 1931, liii, 621. 

The most important observation made of late 
years with regard to the genesis of gastric and 
duodenal ulcer is the regular appearance, in cases of 
such ulcers, of gastritis-like changes localized in the 
zone of pyloric glands or the duodenum. These 
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changes are usually of a chronic type. Hyper- 
trophic, hypertropho-atrophic, or atrophic mucous 
membrane changes may be present. There is also a 
considerable cellular infiltration between the glands 
and in about 50 per cent of the cases there is a 
pronounced hyperplasia of the follicular apparatus 
(so-called gastritis follicularis) localized at the 
pyloric end. In the very earliest stage, that preced- 
ing the formation of erosions, Buechner has been 
able to prove the presence in man of a fibrinoid 
necrosis which is subsequently digested by the 
gastric juice with the formation of an erosion. 

That these changes in the mucosa are not second- 
ary conditions of irritation in the tissues surround- 
ing the ulcer, but primary to, or parallel with, the 
initial stage of ulceration is shown by the fact that 
the gastritis is uniformly pronounced over the entire 
pyloric end irrespective of the site of the ulcer, and 
by the fact that this type of gastritis (with clinical 
symptoms of ulcer) occurs also without ulcer. 

It is to the biochemical conditions (the acid 
gastric juice) that we must look for the primary 
cause of the typical gastric and duodenal ulcer. 

Newer histological knowledge now permits an 
anatomical division of the glands of the stomach. 
Counting from the oesophagus, the following zones 
occur: (1) a narrow zone of cardiac glands (ordina- 
rily 1.5 cm. wide); (2) the zone of fundus glands; 
(3) the zone of pyloric glands, which extends higher 
up on the lesser curvature than on the greater curva- 
ture; and (4) the duodenal mucous membrane. 

The fundus gland area differs from the other por- 
tions by the presence of the characteristic glands 
containing chief and parietal cells, and constitutes 
the sole source of hydrochloric acid and pepsin. In 
the other glandular zones slightly alkaline or neutral 
mucus is produced. 

Ulcers arise in the areas of hydrochloric acid 
activity. The area in which the gastric juice is 
formed possesses a relatively high power of resistance 
to the juice. Therefore ulcers occur very rarely 
within the area of the fundus glands and are most 
common in the area of the pyloric glands, especially 
at the upper angle in the vicinity of the angulus 
where the opportunities for acid action are mani- 
festly greatest, or in the proximal part of the 
duodenum, particularly close to the pylorus. 

If the gastric juice had an opportunity to act 
upon the mucous membrane of the cesophagus, 
ulcers could also originate there. A predisposing 
factor is stagnation of the stomach contents such as 
that occurring in hour-glass stomach. 

Further evidence of this law of localization is 
afforded by postoperative jejunal ulcers, which are 
invariably located within the area of the intestinal 
mucous membrane and usually close up against the 
gastro-enterostomy. 

In ulcer disease, normal or hypernormal values 
of hydrochloric acid are found. Low acidity or 
achlorhydria is rare. 

Earlier ulcer statistics indicating a higher inci- 
dence of cases with anacidity are not of decisive 
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value as they belong to the time preceding the intro- 
duction of fractional gastric analysis and the 
histamin test. Low acidity after a test meal does not 
necessarily indicate slow secretion of gastric juice 
because the acid may be partly neutralized by the 
alkaline duodenal juices. In pernicious anemia in 
which a true achylia is nearly always present, neither 
acute nor chronic ulcers have ever been observed as 
a complication. 

Pavlov believed that the gastric juice as it flows 
from the gastric glands has a constant acidity. 
Quite recently Hollander and Cowgill confirmed this 
theory in experiments on animals. They found that 
the maximum acidity in hydrogeno-ion units was 
0.91+0.02 (0.55 per cent hydrochloric acid) and that 
variations in the rate of secretion were not neces- 
sarily associated with corresponding changes in 
acidity. It therefore follows that hypersecretion is 
brought about, not by concentration of the gastric 
bwirg but by the production of a larger volume of 

uid. 

An excess of hydrochloric acid may be ascribed to 
three factors: (1) supersecretion, (2) failure of 
reduction or neutralization of the gastric juice, and 
(3) lowered resistance of the gastro-intestinal wall. 
These three factors may act alone or together. 

In experiments on cats, Buechner found that by 
pouring 0.8 to 1.5 per cent hydrochloric acid into 
the stomach it was possible to produce an erosive 
gastritis with gross and minute circumscribed defects 
of the substance the histological picture of which 
agreed in all details with that of acute peptic gastro- 
duodenitis. In experiments on rats, he found that 
by hypodermic injections of histamin, the most 
potent pharmacological agent for stimulating the 
production of gastric juice which is known, it was 
possible to cause ulcers in the rumen or cesophageal 
portion of the stomach. Particularly regular was 
the appearance of these ulcers in the empty stomachs 
of fasting animals. These findings account for the 
occurrence of ulcers in burns, a complication that 
has long been recognized (Curling’s ulcer). It has 
been demonstrated by Kaufmann that histaminoid 
products are formed in burns. In the light of the 
experimentally produced histamin ulcers, a resulting 
rise in the hydrochloric acid level in conjunction with 
an empty stomach explains the gastric and duodenal 
ulcers found in association with injuries from burns. 

Under ordinary conditions a typical peptic ulcer 
never occurs in the intestinal canal below the com- 
mon outlet of the bile and pancreatic ducts. Only in 
cases in which the gastric juice has an opportunity to 
act directly upon the mucous membrane of the 
small bowel are ulcers of a typical character found 
in that region. Such circumstances exist after 
gastro-enterostomy when the jejunal mucosa 
adjoins the gastric mucosa and in cases of Meckel’s 
diverticulum in which the intestinal mucous mem- 
brane shows islands of heterotopic mucosa of the 
fundic type. 

Meckel’s diverticulum is not uncommonly the 
site of ulcer formation. In contrast to the ordinary 
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gastroduodenal ulcer, similar lesions in Meckel’s 
diverticulum are more frequent at early ages. The 
majority appear before puberty, and many occur 
in the first vear of life. Ulcers in Meckel’s diver- 
ticulum are much more common in males than in 
females. 

The chief symptoms are pain, intestinal hemor- 
rhages, and evidences of perforation. At times pain 
may be entirely absent or of short duration. Re- 
peated intestinal hemorrhages are the most con- 
stant sign. The position of the lesion far down in the 
alimentary tract, at a distance from the main source 
of gastric juice, explains the discharge of bright red 
blood which occurs in some cases. Perforation of 
the ulcer occurs in about half of the cases and is 
usually preceded by pain and repeated hemorrhages. 
Perforation is far more dangerous than in cases of 
gastric or duodenal ulcer because the contents of the 
ileum are more infective than the contents of the 
stomach and duodenum. 

In about one-sixth of the cases of Meckel’s diver- 
ticulum the distinctive finding is dystopic mucosa 
containing chief and acid cells and histologically 
completely analogous to the fundic mucosa of the 
stomach. The fundic portions may form one or more 
islets at the apex of the diverticulum or, if of large 
extent, may entirely line the pouch. It is this type 
of Meckel’s diverticulum that becomes the site of 
ulcer formation. The lesion is situated within the 
area of the ordinary intestinal mucosa (area of 
activity) and as a rule close against the boundary of 
the dystopic mucosa of the fundic type (area of 
production). Accordingly, in cases in which the 
foreign mucosa forms only one or more islets the 
ulcer is situated in the diverticulum and usually at 
its neck, and when the entire pouch is lined by 
gastric mucosa, the lesion is found in the ileum, close 
to the neck of Meckel’s diverticulum. In both its 
macroscopic and microscopic appearances the ulcer 
closely resembles the typical gastric and duodenal 
ulcer. 

That the dystopic portions of mucous membrane 
in Meckel’s diverticulum not only resemble fundic 
mucosa morphologically, but also are functionally 
active has been amply demonstrated by analysis of 
their secretion in cases of open umbilical fistula. 
Both pepsin and hydrochloric acid have been 
detected. The production of gastric juice in Meckel’s 
diverticulum occurs at a time when the small bowel 
is empty and no neutralization by food and intes- 
tinal juice takes place. Under such circumstances 
especially favorable conditions are created for the 
formation of peptic lesions. 

Under ordinary circumstances ulcers of the type 
dealt with in this article are not found in the 
jejunum as the acid gastric juice is neutralized by 
the bile and pancreatic juice above the ampulla of 
Vater. However, when the jejunal mucosa is brought 
into juxtaposition to the gastric mucosa by a surgical 
procedure such as a gastro-enterostomy or a Billroth 
II operation, the formation of jejunal ulcers is not 
uncommon. In about half of the cases the lesions 


are situated at the anastomosis (gastrojejunal ulcer), 
In the others they are farther down in the jejunum, 
usually in the efferent loop (jejunal ulcer). His- 
tologically they are of the same type as gastric and 
duodenal ulcers. Postoperative jejunal ulcers occur 
extremely rarely after gastro-enterostomy for cancer 
of the stomach in which the hydrochloric acid is 
reduced or absent. 

Peptic ulcer occurs in the jejunum only when 
hydrochloric acid is left in the stomach after an 
operation. Consequently it occurs much oftener 
after simple gastro-enterostomy than after resection. 
It is more frequent in males than in females and in 
the young than in the old. 

The Billroth I operation, which reduces the pro- 
duction of hydrochloric acid, removes that part of 
the gastral system which is most susceptible to 
ulceration, and preserves the normal topography 
and normal discharging conditions to the greatest 
possible extent, is probably the method that yields 
the best results and is very seldom followed by re- 
lapse or postoperative ulcer. 

Cuartes F, DuBotrs, M.D, 


Pecco, E.: Gastroduodenal Ulcer Resulting from 
Deviation of Bile (Su le ulcere gastroduodenali che 
compaiono in sequite alla derivazione della bile). 
Arch. ital. di chir., 1931, Xxx, 23. 

In experiments on dogs in which biliary fistule 
were established, typical gastroduodenal ulcers de- 
veloped in 26 per cent of the animals in which the 
deviation of bile was complete. Two acute ulcers 
were found shortly after pancreaticobiliary and 
antroduodenopancreaticobiliary deviation. 

The author concludes that a lack or deficiency of 
alkaline secretion is an important factor in the 
production of ulcer, but states that up to the present 
time experiments have yielded no explanation of the 
occurrence of ulcer as a result of deviation of the 
alkaline secretions. The pathogenesis of ulcer still 
remains obscure in spite of the experimental pro- 
duction of the lesion. EuGEeNeE T. Leppy, M.D. 


Friedemann, M.: The ‘‘Surgically Incurable”’ Ulcer 
of the Stomach and Duodenum (Das chirurgisch 
unheilbare Geschwuer des Magens und Zwoelfiinger- 
darms). Arch. f. klin. Chir., 1931, clxv, 458. 


This work, based on the author’s extensive experi- 
ence, is recommended to everyone concerned with 
the many problems of gastric surgery. The author 
has performed more than 2,009 resections for ulcer 
of the stomach. The designation “surgically incur- 
able” is applied to: (1) cases in which the ulcer can- 
not be removed either because of the patient’s condi- 
tion or because of its unfavorable location (deep in 
the duodenum or high up in the cardia); (2) cases in 
which the ulcers always recur, often in the form of 
peptic ulcer of the jejunum; and (3) cases in which 
the symptoms continue in spite of thorough removal 
of the old ulcers and in spite of the fact that fresh 
ulcers do not appear. The 3 groups are discussed at 
length. 
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To decide whether or not a patient is in a condi- 
tion to stand resection requires great experience. In 
cases in which an ulcer has perforated into the free 
abdominal cavity Friedemann almost always does a 
resection if the condition of the patient is still good, 
ie., in the first six hours. In some cases he does a 
resection even after twelve hours. When there is 
hemorrhage threatening life, he performs the radical 
operation immediately. In the cases of aged and 
weakened patients, pre-operative preparation by the 
continuous intravenous drop infusion of calorose and 
by blood transfusion is given and the operation is 
performed under local anesthesia so far as possible. 
If an additional anesthetic is found to be neces- 
sary, nitrous oxide or avertin (administered intra- 
venously) is used. 

It is the beginner, rather than the experienced 
surgeon, who finds the site of the lesion an insuper- 
able obstacle to removal of the lesion. For resections 
close to the entrance of the stomach, Friedemann 
advises the establishment of an intestinal fistula to 
protect the suture of the tubular structure. He has 
done a palliative resection by Madlener’s method 
only once. He has had no occasion to perform it 
oftener as the cases that have come to him have 
been almost exclusively cases in which resection 
could still be done or those in which the ulcer was so 
embedded in indurations that even palliative resec- 
tion was out of the question. 

The author then describes in detail his method of 
procedure in cases of ulcer situated very deep in the 
duodenum and adhering to the pancreas. The advice 
he gives is based on his large experience. When there 
is uncertainty regarding the suture, he performs the 
palliative operation of resection for exclusion, but 
with removal of the pylorus. His results are very 
good. If he is unable to remove the pylorus because 
of induration, he now performs a posterior gastro- 
enterostomy although previously under such circum- 
stances he performed the resection without removing 
the pylorus. He states that peptic jejunal ulcer is 
dangerous and extremely diflicult to remove after 
extensive resection for exclusion. After giving 
further details he concludes that ulcers should be 
removed when this can be done without danger to 
the patient. 

He next discusses the second of the 3 groups men- 
tioned, cases in which ulcers recur again and again. 
In the majority of these cases he finds that the opera- 
tion was not sufficiently thorough, and especially 
that the pylorectomy was not extensive enough. 
Recurrence is very rare if an ulcer has been thor- 
oughly removed. 

In the third group of cases the symptoms are 
caused by incorrect operative technique, gall-bladder 
disease, or conditions of the stump of the resected 
stomach. 

Symptoms persist also in patients who take refuge 
from circumstances and their psychic effects in their 
disease, and who obtain (perhaps in very many cases) 
money compensation from insurance. 

VOGELER (Z). 
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Zukschwerdt, L., and Eck, T.: The Treatment of 
the Freely Perforated Ulcer of the Stomach and 
Duodenum (Die Behandlung des frei durchge- 
brochenen Geschwueres des Magens und Zwoelfling- 
erdarmes). Deutsche Ztschr. f. Chir., 1931, ccxxxii, 
209. 


This is a report on 117 cases of free perforations of 
gastric and duodenal ulcers which were treated at the 
Heidelberg Clinic during the last ten vears. Since 
1924 a distinct increase of perforations has been ob- 
served, which perhaps is related to the better 
nutritional conditions after the period of inflation. 
Men between the twentieth and forteith years of life 
have been affected most often. Sixty-three per cent 
of the patients have been laborers at heavy work. 
Apparently, variations of pressure in the abdomen 
resulting from heavy body work may favor perfora- 
tion. This is suggested by the fact that in two-thirds 
of the cases the perforation occurred during the day. 
In 1 case it occurred during fluoroscopic examination, 
and in another case shortly before fluoroscopic 
examination as the patient stood in front of the 
fluoroscope. However, the authors believe there is 
little danger of perforation of an ulcer from the 
administration of the contrast medium since in most 
cases today only a few swallows of contrast medium 
are given for fluoroscopic examination. 

The repeated perforation of ulcers in the same 
patient described in the literature was observed 4 
times. In 1 case a transverse resection had been done 
a month previously because of a perforated gastric 
ulcer, and the new ulcer was found in the gastric 
suture. In the 3 other cases perforation of a duodenal 
ulcer had occurred and later a peptic ulcer in the 
anterior wall of the efferent gastro-enterostomy loop 
had perforated. It is noteworthy that renewed 
perforation of an ulcer that had been simply sutured 
over was not observed. In to cases (29.3 per cent) 
several ulcers besides those perforated were found. 
The perforated ulcer was usually aboral. The ulcers 
lying near the pylorus showed a greater tendency to 
perforate because of the marked peristalsis in this 
region. The site of the perforation was most often 
the anterior wall of the pyloric portion. 

The total mortality of the ulcer perforations was 
37 per cent. If the cases of 6 patients in a moribund 
condition are subtracted, the mortality was 33.9 per 
cent. The mortality of the women, 71.5 per cent, 
was higher than that of the men. The reason for this 
was that the women were admitted too late as the 
diagnosis of gall stones was usually made first. The 
mortality depends upon the age of the patient, 
the site of the ulcer, the duration of time between 
the perforation and operation, and the nature of the 
operative intervention. The relatively good prognosis 
in the first twelve hours is explained by the fact that 
at this time a toxic form of peritonitis with a more 
favorable outlook is encountered, whereas later un- 
favorable bacterial peritonitis develops. 

The object of the treatment is to overcome the 
peritonitis and close up its source. The simplest 
operation for elimination of the source of the infec- 
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tion consists in suturing the ulcer in a single or dou- 
ble layer. This is the operation of choice at the 
Heidelberg Clinic. If the suture is insecure it may be 
covered with omentum. If the edges of the ulcer are 
very hard, the ulcer may be excised. In order to 
prevent contraction, the suture is always placed 
transversely. If the defect is too large to be sutured, 
it may be closed with a plug of omentum or the 
omental cuff of Neumann may be used. The danger 
of stenosis of the pylorus from simple suture is not 
great, as we know from our experience with the 
purse-string suture of the pylorus how difficult it is 
to achieve a permanent occlusion. The addition of a 
gastro-enterostomy is unnecessary as it prolongs the 
operation and may lead to a later peptic ulcer (ob- 
served 11 times in 22 cases). If stenosis develops after 
the suture, it is better to do a resection after from six 
to eight weeks. Primary resection of the perforated 
ulcer is repudiated by the authors for, while it re- 
lieves the patient of the ulcer, its mortality is greater. 
Simple suture is advisable because it has the lowest 
mortality and cannot lead to peptic ulcer, because 
on follow-up examination the ulcer was found to be 
healed in 31.5 per cent of the cases, and because, if 
ulcer does not heal and the symptoms persist, 
secondary resection, which gives very favorable 
permanent results, can be done easily. 
Nevupert (Z). 


Deaver, J. B., and Burden, V. G.: The Pyloric 
Sphincter and Duodenal Ulcer. Ann. Surg., 
1931, xciv, 818. 

It seems that duodenal ulcer usually occurs in 
persons who have a constitutional hyperacidity. Ex- 
perimental and clinical studies indicate that acid is 
the factor directly responsible for the initiation and 
maintenance of duodenal ulcer. The fact that 
ulcers do not develop in all persons with temporary 
or persistent hyperacidity is probably explained by 
the safety control mechanism of duodenal regurgita- 
tion. Studies have shown that patients with ulcer 
have deficient duodenal regurgitation or are unable 
efficiently to neutralize acid injected into the 
stomach. The clinical symptoms of ulcer can be ex- 
plained on the basis of pylorospasm. Dysfunction 
of the pyloric sphincter not only causes the symp- 
toms of ulcer, but precedes the appearance of the 
ulcer. The combination of dysfunction of the 
pyloric sphincter and hypersecretion of acid gives 
rise to duodenal ulcer. 

Control of hypersecretion of acid by medical 
means alone is difficult and uncertain. The other 
factor in the causation of ulcer, the pyloric sphincter, 
can be removed by a surgical procedure. Removal of 
the anterior half of the pyloric sphincter permits un- 
interrupted regurgitation of duodenal contents into 
the stomach. This operation does all that gastro- 
enterostomy can do and all that is attempted by 
medical treatment. It restores the control of 
acidity. It is based on sound physiological prin- 
ciples. When the gastric acidity is controlled, a 
duodenal ulcer will heal, and when the pylorospasm 


is relieved the symptoms will cease. The operation 
on the sphincter accomplishes both objectives. It is 
a simple procedure, it causes no disturbance of 
anatomical relationships, and it affords no op- 
portunity for the development of an ulcer at the site 
of anastomosis. The authors regard submucosal 
removal of the anterior half of the pyloric sphincter 
as the operation of choice for duodenal ulcer. 

The results in forty-four cases of duodenal ulcer 
treated by removal of the anterior half of the pyloric 
sphincter are reported. Four of the patients died in 
the hospital from respiratory failure, uremia, 
cardiac disease, and peritonitis, respectively. Twen- 
ty-six were completely relieved and nine were 
partially relieved of their pre-operative symptoms. 
The improvement in the symptoms did not diminish 
as the postoperative period lengthened. 

Howarp A. McKnicut, M.D. 


Kim, M. S., and Ivy, A. C.: The Prevention of Ex- 
perimental Duodenal Ulcer by Feeding Neu- 
tral Gastric Mucin. J. Am. M. Ass., 1931, xevii, 
1511. 

Fogelson found it possible to prepare from the gas- 
tric mucosa a neutral mucin having a high combining 
power for free acid. Such a preparation approaches 
the ideal antacid as it does not excite gastric secre- 
tion, it is soothing and protective, and it does not 
alter the body chemistry or upset the gastro-intes- 
tinal tract. By feeding adequate amounts of this 
mucin to patients with peptic ulcer, promising re- 
sults have been obtained. 

It occurred to Kim and Ivy to determine the 
effect of this gastric mucin in the prevention of 
experimental ulcers in dogs. It is known that the 
exclusion of bile from the intestinal tract of the dog 
often leads to the spontaneous development of mul- 
tiple or single gastric or duodenal ulcers. Just why 
peptic ulcers should occur under these experimental 
conditions has not been definitely determined. How- 
ever, the exclusion of the bile or pancreatic juice 
from the upper intestine alters the normal physiology 
of digestion and disturbs nutrition. Digestion and 
absorption are incomplete, and the acid chyme is not 
neutralized as it enters the duodenum. In the neu- 
tralization of the acid chyme of the stomach the bile 
and pancreatic juice play the most important role. 

In the authors’ experiments, a permanent biliary 
fistula was produced in twenty-seven dogs under 
aseptic technique by the method of Rous and Mc- 
Master and cholecystectomy was performed. The 
dogs were then kept in single cages under the best 
of conditions and fed a mixture of yellow corn meal, 
bone-soup broth, and baker’s bread. The dogs fed 
mucin were kept under the same conditions except 
that the daily ration was divided into two parts and 
15 gm. of mucin were added to each portion. The 
dogs were etherized and killed when the bile stopped 
draining, when they became quite emaciated, or 
when it was apparent from their objective symptoms 
that they had an ulcer. They weighed about 25 |b. 
It was observed that the animals fed the mucin 
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maintained their weight much better than the 
others. Of the ten control dogs receiving no mucin, 
ulcers of the duodenum developed in six. Three of 
the six had two ulcers. This is an ulcer incidence of 
6o per cent. Of the seventeen dogs receiving mucin 
with their food, ulcers developed in none. The period 
of observation was not too short for the develop- 
ment of ulcers in the latter group as Berg and Job- 
ling have demonstrated that ulcers are well de- 
veloped in from twelve to sixteen days after the 
establishment of the fistula and penetrating punched- 
out ulcers appear within a relatively short time. 
Joun W. Nuzum, M.D. 


Gosset and Leriche: Postoperative Peptic Ulcer 
(L’ulcére peptique post-opératoire). Presse méd., 
Par., 1931, XXxix, 1481. 

In discussing the pathogenesis of postoperative 
peptic ulcer, Leriche says that the lesion was for- 
merly thought to be due to errors of technique, but 
is now known to be simply a continuation of the 
original disease. Surgical treatment does not alter 
the conditions that produced the original ulcer; it 
is either symptomatic, like gastro-enterostomy, 
anatomical, like excision, or physiological, like gas- 
tropylorectomy. In Leriche’s opinion, peptic ulcer 
in man cannot be studied by experimentation on 
animals as the conditions in animals are too differ- 
ent from those in man. Postoperative peptic ulcer 
seems to be caused by hyperacidity of the gastric 
juice as it does not occur when surgical treatment of 
the original ulcer brings about achlorhydria, and it 
oy be cured by an operation bringing about achlor- 

ydria. 

Experimentation on animals and surgery in clini- 
cal cases show that postoperative ulcer is frequent 
whenever operation causes stagnation and irritation 
in the antrum, and is rare when the antrum is re- 
moved. While the antrum is alkaline, it produces a 
hormone which acts on the glands of the fundus and 
causes the production of acid. The stomach pro- 
tects itself against peptic acidity by an abundant 
production of mucus which, in an alkaline medium, 
dissolves and forms a protecting layer. When, as 
the result of some disturbance, generally circula- 
tory, gastroduodenitis develops and the quality of 
the mucus deteriorates, the duodeno-antral mucous 
membrane, which has been differentiated for the 
purpose of producing a protective mucus, under- 
goes a regressive metaplasia to the intestinal type, 
the protective mucus is no longer produced, and 
ulcer develops. 

Gosset discusses the treatment of peptic ulcer. He 
has found that the tendency toward recurrence of 
peptic ulcer is greatest in young subjects and after 
duodenal ulcer. In cases of peptic ulcer after gastro- 
enterostomy for duodenal ulcer anatomical restora- 
tion may be attempted, but must be supplemented 
by a plastic operation on the pylorus. To be effec- 
tive, the pyloroplasty must include excision of two- 
thirds of the pylorus. When this sphincterectomy 
cannot be done a new and better gastro-enterostomy 


may be made to improve the drainage of the stom- 
ach or a prophylactic resection of the stomach may 
be performed. In the cases of young patients who 
have had a duodenal ulcer the former method is 
contra-indicated as it is apt to be followed by 
another recurrence. In resection, two-thirds of the 
stomach should be removed if the continuity of the 
gastro-intestinal tract can be re-established by a 
terminolateral gastrojejunal anastomosis, and only 
one-third if the stomach and duodenum can be re- 
united by a terminoterminal or terminolateral anas- 
tomosis. Gosset prefers the more extensive resec- 
tion. 

In cases of perforated peptic ulcer the choice of 
procedure depends upon the time at which the opera- 
tion is performed. Asa rule, the ulcer should be ex- 
cised, the drainage of the stomach improved, and 
the anatomical conditions restored, but sometimes 
it is impossible to do more than close the perfora- 
tion. Operation may be performed in 2 stages with 
closure of the perforation in the first stage and 
anatomical restoration or prophylactic resection in 
the second stage several weeks later. 

In cases of colonic fistula the best operation is 
simple liberation of the fistulous organs with ana- 
tomical restoration if possible. 

Primary gastrectomy has such a high mortality 
that it is not entirely justified by the late results. 

In the discussion of this report, DE QuERVAIN 
said that in the period from 1910 to 1920 he saw 9 
peptic ulcers after 184 operations capable of pro- 
ducing them, whereas in the period from 1920 to 
1930 he saw only 8 peptic ulcers after 337 such opera- 
tions. He believes that the abandonment of von 
Eiselsberg’s operation and possibly the use of ab- 
sorbable sutures may explain the better results in 
the second series of cases. He thinks than in the 
prevention of peptic ulcer good position of the anas- 
tomosis is of more importance than the details of 
the operative technique. 

KuMMER reported that of 297 cases in which an 
operation was done on the stomach, a postoperative 
peptic ulcer developed in 7. All of the peptic ulcers 
followed gastro-enterostomy. In 6 cases the gastro- 
enterostomy was effected by suture, and in 1 case by 
button. Kummer performed various operations for 
the peptic ulcers as 6 of the patients had a perfora- 
tion and 3 had a jejunocolic fistula. He operated 
also on 4 patients from other services. Twenty 
operations were performed in the 11 cases. Six of 
the 11 patients died after the operation. Of the 5 
who survived, none lived longer than six years. 

ALESSANDRI stated that he had seen 61 cases of 
peptic ulcer. In all, the lesion followed a gastro- 
enterostomy for duodenal ulcer. Most of the duo- 
denal ulcers were of the callous type. Alessandri 
thinks that hyperacidity is very important in the 
production of peptic ulcers and advocates extensive 
resection for their prevention. 

Mayer said that in his opinion spinal anesthesia 
is associated with as much shock as general anes- 
thesia when it is used for operations on the stomach. 


236 INTERNATIONAL ABSTRACT OF SURGERY 


He did not agree with Leriche regarding the impor- 
tance of hyperacidity and gastroduodenitis in the 
production of peptic ulcer. 

Jacosovict stated that he had operated upon 20 
cases of peptic ulcer. Among these there were 4 per- 
forations and 3 lesions of the colon. In 14 cases the 
lesion followed a posterior gastro-enterostomy; in 5 
cases, an anterior gastro-enterostomy; and in r case, 
a Finsterer exclusion. Jacobovici has never seen a 
peptic ulcer after gastrectomy. In 17 of the cases 
reviewed the original lesion was a duodenal ulcer, 
and in 3 a pyloric ulcer. Conservative treatment was 
given in 8 cases, with a successful result in 5, and 
gastrectomy was done in 7 cases, with a successful 
result in 4. Of 2 cases in which a perforation was 
excised and buried, a good result was obtained in 
1, and of 3 cases in which a gastrojejunocolic fistula 
was resected en bloc a good result was obtained in r. 

BERARD and DeEsJACQuUES reported that of 88 
cases in which an operation for ulcer was done, 
peptic ulcer developed in only 2. Both of the pa- 
tients with peptic ulcer recovered after re-operation. 
Good results were obtained from gastro-enterostomy 
in 70 per cent of cases of duodenal ulcer, 79 per cent 
of cases of pyloric ulcer, and 61 per cent of cases of 
ulcer of the lesser curvature. Bérard and Des- 
jacques believe that resection should be done only 
when it is especially indicated and is not justified by 
the mere possibility of peptic ulcer. 

Sroz said that in the period from 1917 to 1930 he 
had seen 23 cases of peptic ulcer. In 8, the lesion 
developed after exclusion, and in 15, after gastro- 
enterostomy. There were 3 postoperative deaths. 
Of the 18 patients re-examined, 7 were subjected to 
simple excision with re-establishment of the gastro- 
enterostomy, and 11 to extensive resection. Of the 
7 cases in which excision was done, a good result, 
which lasted for five and a half years, was obtained 
in only 1, and a mediocre result in 1. In 5, death 
occurred after an average of three years. Of the 11 
cases in which resection was done, a good result was 
obtained in 9 and a mediocre result in 1, and death 
occurred at the end of four years in 2. 

PopLaHna reported that he had seen very few cases 
of peptic ulcer although he had operated on more 
than 1,000 ulcers. He advocated extensive resec- 
tion in the treatment of both the primary ulcer and 
the recurrence. 

PAUCHET recommended extensive gastrectomy as 
preventive treatment except in cases of cicatrized 
duodenal ulcer, 60 per cent of which are cured by 
simple gastro-enterostomy. According to his per- 
sonal statistics, gastrectomy has a mortality of 2 
per cent in cases of duodenal ulcer, 3 per cent in 
cases of simple gastric ulcer, 10 per cent in cases of 
serious gastric ulcer, 12 per cent in cases of jejunal 
ulcer, and 38 per cent in cases of jejunocolic fistula. 

Decker emphasized the importance of stenosis 
of the pylorus as a condition predisposing to sec- 
ondary ulcer. He found it in 9 of 11 cases, and is of 
the opinion that gastro-enterostomy should not be 
entirely rejected. 


Brocg and CHABRUT reported 4 cases which 
showed the importance of an improperly placed 
gastro-enterostomy in the production of secondary 
ulcer. In such cases the stomach should be properly 
drained by a new gastro-enterostomy in the right 
place or an extensive resection should be performed, 

FONTAINE and HERRMANN reported experiments 
in which it was found that when the antrum was ex- 
cluded the fundus became hyperacid, but when 
complete antrectomy was done it became anacid. 
Mucus that stained with mucicarmine was less 
abundant in the antrum than in the fundus. This 
difference was more marked during digestion than 
when the animals were fasting. The dissolving of 
the mucus in the alkaline zone perhaps explains 
why the alkaline part of the stomach is the most 
frequent site of ulcer. 

SussI reported on 17 cases of postoperative peptic 
ulcer. In 5 cases the lesion followed an anterior 
gastro-enterostomy; in 11 cases, a posterior gastro- 
enterostomy; and in 1 case, exclusion. Sussi thinks 
that inflammation of the mucous membrane is an 
important cause of ulcer. As treatment he recom- 
mends resection of the gastro-enterostomy with 
terminoterminal anastomosis of the intestine and 
extensive resection of the stomach. If radical opera- 
tion is impossible, he performs an anterior gastro- 
enterostomy with entero-anastomosis. 

Wetss, GRAVES, and GURRIARAN reported a series 
of experiments which seemed to show that the antral 
and duodenal mucous membrane is_ protected 
against the acid contents of the stomach as much 
by the reflux of alkaline bile and pancreatic juice as 
by the secretion of the mucous glands. In studies of 
the duodenal reflux with MacCann’s type of opera- 
tion, it was found that when the anastomosis was 
made at the fundus, the incidence of peptic ulcer was 
80 per cent, whereas when the anastomosis was 
moved toward the pylorus peptic ulcer did not occur. 

Auprey Goss Morcan, M.D. 


Trumble, H. C.: The Surgical Treatment of Con- 
stipation. Med. J. Australia, 1931, ii, 405. 


In a preliminary report on the surgical treatment 
of constipation, Trumble refers to the pioneer work 
of Royle and Wade in the treatment of constipation 
of the Hirschsprung type and describes a new opera- 
tion differing in certain respects from the procedures 
previously described by Judd and Adson. 

It is pointed out that the descriptions of the 
abdominal involuntary nerves which appear in 
standard textbooks are confusing and do not con- 
form to the plan of the system in animals as known 
to physiologists. This physiological plan is de- 
scribed with the nomenclature of Langley and 
Gaskell, and the similarity of the systems in animals 
and man is shown by schematic illustrations. 

Certain types of constipation, including the type 
associated with Hirschsprung’s disease, are ex- 
plained as follows: 

As a result of abnormal reflex activity affecting 
the arcs of the lumbar sympathetic outflow, the 
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musculature of the colonic wall is inhibited and at 
the same time the retaining sphincters are more 
active than normal. The abnormal reflex activity 
may be excited by a pathological state in the gut or 
elsewhere in the body acting as a focus for the gen- 
eration of sensory impulses, but more probably the 
arc itself is abnormally sensitive so that it reacts in 
an exaggerated fashion to stimuli which would as a 
rule produce little effect. It is possible also that 
this abnormal sensibility is secondary to some ab- 
normality of control of the reflex by fibers from the 
hypothalamus, which may normally exert an in- 
hibitory influence on the involuntary splanchnic 
arc, much as the pyramidal fibers moderate the vol- 
untary somatic reflex effects. Diminution of the 
hypothalamic control might be expected to result in 
exaggerated reflex effects. In other words, the nor- 
mal inhibition of inhibition may be defective. It is 
possible also that the local nervous derangement is 
but part of a widespread condition akin to neuras- 
thenia. The tendency toward retention of urine 
which is sometimes present in addition to retention 
of feces might be explained in a similar way. 

Whatever the explanation, if the retention of 
feces is due in the last instance to excessive reflex 
activity in the region of the lumbar sympathetic 
outflow, section of fibers entering into the formation 
of the arcs concerned should destroy the reflex arc, 
abolish the nervous effect, and leave the muscles of 
the colonic wall free from active interference. 

The operation described consists in dividing the 
lumbar splanchnic nerves just proximal to the infe- 
rior mesenteric ganglion. All of the nerves passing 
from the meshwork around the inferior mesenteric 
artery upward and backward on either side of the 
aorta are freed by blunt dissection and divided. 

Five cases in which the operation was performed 
with satisfactory results are reported and discussed. 

J. Epwin Kirkeatrick, M.D. 


Meyer-Wildisen, R.: Gas Cysts of the Intestine 
(Beitrag zur Pneumatosis cystoides  intestini). 
Schweiz. med. Wehuschr., 1931, i, 546. 

The rare disease frequently called emphysema 
intestinorum which is characterized by the formation 
of gaseous blebs from the size of a lentil to that of an 
apple, is not clearly understood from the bacterio- 
logical, the chemical, or the mechanical standpoint. 
Nearly all reports of the condition have described 
pathologico-anatomical changes in the bowels (ulcer, 
parasites, tuberculosis, stenosis) which undoubtedly 
play some role in the formation of the gaseous cysts. 
An injury of the bowel and a bacterial or mechanical 
agent capable of producing gas must be present. 
Accordingly the cystic disease is usually a complica- 
tion of some other condition of the bowel and the 
treatment must be directed to the primary condition, 
upon which condition the prognosis depends. As the 
clinical picture of the disease is atypical, the diagno- 
Sis is usually made at operation or autopsy. The 
clinical picture most frequently suggests peritoneal 
tuberculosis which is not very far advanced. 
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The author’s case was that of a man twenty-five 
years old. A sister of the patient was tuberculous. A 
month and a half before the patient sought treat- 
ment he had a gastric disturbance. This was followed 
by repeated attacks of abdominal pain which was 
especially severe in the right side and the lower part 
of the abdomen and by alternate attacks of diarrhoea 
and constipation.’ The patient lost 1o kgm. His 
temperature was 37.2 degrees C. and his breath was 
foul. The abdomen was slightly distended, soft, and 
not especially sensitive to pressure. A diagnosis of 
peritoneal tuberculosis was made. Two weeks later 
the pains became much more severe, especially in the 
ileocecal region, and the temperature rose to 38 
degrees C. The patient suffered from diarrhoea, but 
there was no vomiting. The abdomen was slightly 
more distended. Operation was performed for a 
supposed acute exacerbation of chronic appendicitis. 

The peritoneal cavity was found to contain 300 
c.cm. of clear, odorless fluid. The caecum was greatly 
distended and covered with numerous gas-containing 
cysts the size of a cherry. A few cysts were found 
also on the distended ascending colon. The appendix 
was markedly inflamed, but macroscopically was 
free from cysts. In the ileum there was a lump of 
ascarides. Appendectomy was done and was fol- 
lowed by primary healing. The parasites were re- 
moved with santonin. After the operation the 
patient had two attacks of colic. When he was dis- 
charged he was free from all symptoms, and after 
seven months had gained 11 kgm. The appendix 
was not examined histologically. 

The author attributes the bowel damage to the 
parasites. He believes that the enteritis with the 
resulting fermentation and abnormal peristalsis 
caused the diffuse gas formation, and that the appen- 
dicitis was secondary. BeNnveNUTO (Z). 


Haggard, W. D.: Intestinal Obstruction from 
Carcinoma of the Colon. Surg., 1931, Xciv, 
717. 

Haggard states that the highest mortality from 
obstruction of the bowels—between 40 and 50 per 
cent—is due to carcinoma of the colon. Frequently 
in this condition there are no symptoms until ob- 
struction occurs. In cases with symptoms of acute 
obstruction in which other common causes, such as 
hernia, can be ruled out, cancer of the colon should 
be suspected, especially if the patient is old. Fully 
go per cent of obstructive lesions in the colon in 
elderly persons are carcinomata. 

Complete obstruction exists when obstipation 
occurs for a period of two to three days with pain, 
vomiting, and distention unrelieved after two tur- 
pentine enemas. One or more movements may occur 
from enemata below the block, but thereafter no 
feeces or gas escapes and the pain increases. While 
obstruction of the small bowel is associated with 
more shock and vomiting and a fatal loss of chlo- 
rides, obstruction of the colon is none the less deadly. 
Visible peristalsis should be sought for as it is an 
important and frequent finding before paresis and 
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distention obscure the picture. Vomiting occurs in 
about half of the cases, but begins late. The lower 
the obstruction the less the vomiting. Catharsis 
intensifies the pain and may cause perforation. 

The symptoms of carcinoma of the colon are in- 
conspicuous. While the patient’s attention is usu- 
ally attracted to the condition first by the phe- 
nomena of obstruction, it is evident from the history 
that the obstruction is preceded by a change of in- 
testinal habit, abdominal distress, the appearance of 
occult blood in the stools, gas pains, weight loss, and 
occasionally a palpable tumor in the right lower 
quadrant of the abdomen. In most cases the cancer 
is present as a growth from seven to nine months 
before the diagnosis is made. Moynihan states that 
in cases of tumors of the left colon constipation is 
the rule, whereas in cases of tumors of the right 
colon constipation is rare. 

More cancers occur in the large intestine and 
rectum than in the stomach. Approximately half 
of the cancers of the large intestine appear in the 
rectum and half in the colon. In the colon proper 
fully 50 per cent occur in the sigmoid, about a third 
in the ascending and transverse colon, and the 
smallest number at the flexures which are the fixed 
portions of the large bowel. It may be said that 
tumors occurring between the cecal region and the 
splenic flexure are associated with diarrhoea and 
severe anemia, whereas tumors distal to the splenic 
flexure are more often associated with constipation. 
The large, fungating encephaloid tumors in the 
cecum and ascending colon rarely produce obstruc- 
tion. The stenosing, fibrotic cancer of the descend- 
ing bowel is very prone to produce obstruction with 
gradual constriction of the bowel lumen. The large 
tumors in the cecal head may be felt by the patient. 

In the roentgen examination a barium enema is 
of more value and is safer than a barium meal as a 
barium meal may complete the obstruction. A 
bimanual rectal examination may reveal the location 
of low growths and should always be made. The 
proctoscope is also a valuable aid in the diagnosis, 
but must be employed with great gentleness. 

Obstruction occurs about six times in the left half 
of the colon to once in the right half. The per- 
meability of the diseased gut together with the 
trauma of handling favors an exudate of virulent 
microérganisms. In the cases of acutely ill patients 
and those with severe obstruction the blind ccos- 
tomy proposed by Stiles is wise and safe surgery. 

If the patient is not too obese the use of spinal 
anesthesia and the moderate Trendelenburg posi- 
tion often makes it possible to elevate and mobilize 
the parietal wall sufficiently to render the lesion 
visible without the danger of handling and spreading 
the infection further within the peritoneal cavity. 

In cases of partial obstruction in which the growth 
is inoperable, short-circuiting is sometimes prefer- 
able to colostomy. In most cases of cancer of the 
colon the safest procedure is colostomy followed 
later by resection. The mortality of this procedure 
is about 9 per cent. Joun W. Nuzum, M.D. 
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Jones, D. F.: The Diagnosis and Principles of 
Treatment of Carcinoma of the Colon and 
Rectum. Azmn. Surg., 1931, xciv, 860. 

Although carcinoma of the colon and rectum is 
usually diagnosed late in the course of the disease 
(only from 25 per cent to 50 per cent of the cases 
being operable at the time of diagnosis), between 45 
and 50 per cent of the patients live in comfort for 
five or more years. 

Up to quite recently, patients, physicians, and 
surgeons have felt hopeless regarding the value of 
operation for carcinoma of the colon and rectum. 
As a consequence of this attitude of the surgeons, 
no interest has been taken in the early diagnosis and 
patients have been treated by palliative operations 
only. About 75 per cent of the cases of carcinoma of 
the rectum are first diagnosed as hemorrhoids. 

The usual textbook description of the symptoms 
is inadequate. It should be taught that a change in 
bowel habit or sensation and the occurrence of bleed- 
ing from the rectum are suggestive of malignant 
disease. In suspected carcinoma of the colon the 
chief aid in the diagnosis is roentgen examination, 
but the roentgen findings must always be supple- 
mented with the history and the findings of physical 
examination. A sigmoidoscopic examination should 
always be made. Papillomatous and adenomatous 
polyps should be considered potential or actual car- 
cinomata. It must not be forgotten that exploratory 
operation 1s not serious. 

With regard to operation there are two opposing 
views. According to one, carcinoma of the colon 
and rectum metastasizes late or not at all and there- 
fore a local operation is sufficient. According to the 
other, persons with carcinoma of the colon and rec- 
tum should be treated as are patients with carci- 
noma in other organs; that is, the growth should be 
excised by a wide margin and the area of lymphatic 
drainage removed with it so far as possible. 

Until statistics prove otherwise, the more exten- 
sive operations which include removal of the area 
of lymphatic drainage should be undertaken when 
possible. The only valid reasons for a lesser operation 
are lack of experience on the part of the surgeon and 
the condition of the patient. We should not object 
to a surgeon’s selecting the operation which he is 
capable of performing or the operation best suited 
to the condition present and the ability of the pa- 
tient to withstand operation, but we should object 
to the theory, not backed by statistics, that a lesser 
operation is as good as, or better than, a more ex- 
tensive operation. In the great majority of cases a 
colostomy is necessary. 

While it is impossible to standardize the technique 
of resection of the colon, it is recognized that an 
adequate blood supply is necessary and that the 
lines of suture must be relieved of intra-intestinal 
pressure. 

The advisability of drainage following suture is a 
subject of controversy, but drainage is used in fewer 
cases today than formerly. 

How arp A. McKnicur, M.D 
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Mayo, W. J.: Surgery of the Large Intestine. Ann, 

Surg., 1931, XClv, 722. 

The author was asked by the officers of the 
American Surgical Association to present a paper on 
surgery of the large intestine based on the records of 
the Mayo Clinic from the first radical operation in 
1890 to January 1, 1931. In this period, 5,426 
operations were performed on the caecum, ascending 
colon, transverse colon, sigmoid, and rectosigmoid, 
and 3,312 operations on the rectum. In reviewing 
this mass of data representing forty-one years of a 
developing field of surgery, Mayo found much of 
interest. He states, however, that reports of 
smaller groupings of statistics presented by surgeons 
who have worked up their cases in great detail from 
every standpoint might in many respects have 
greater significance than composite statistics. 

Following a review of the growth of knowledge 
regarding surgery of the large intestine in the period 
from 1890 to 1929, he presented statistical tables 
obtained from Rankin for the years 1929 and 
1930. This review shows a gradual change from 
surgery controlled by gross pathology to surgery 
based on physiology. Of great importance in the 
increase in our knowledge are the X-rays and the 
various forms of endoscopic examination. 

In 1909, Mayo presented before the American 
Surgical Association the results of anatomical inves- 
tigations which demonstrated that the external 
peritoneal attachments of the colon on the right 
side do not contain blood vessels or other structures 
of importance, and that these attachments to the 
lateral abdominal wall may be readily divided so 
that the colon can be freed on the right side and toa 
considerable extent on the left side and drawn out of 
the abdomen for careful dissection under visual 
control. The part of the colon to which the omen- 
tum is attached does not permit this maneuver to 
the same extent. 

In 1917, Mayo presented before the Association a 
paper on the anatomy and surgical relationships of 
the rectosigmoid. The region of the rectosigmoid is 
of great interest. It is the most constricted portion 
of the large intestine and the site where the type of 
epithelium changes. 

Of the 31 papers Mayo has presented before the 
American Surgical Association, 6 dealt with the 
large intestine. They give a history of the develop- 
ment of this branch of surgery. Among the most 
outstanding contributions to this development was 
the adoption by C. H. Mayo in 1806 of the 2-stage 
operation for resection of the large intestine to over- 
come the obstruction which is so often present, and 
later his modification and popularization of the 
Mikulicz operation. 

Of great importance also was the contribution of 
Balfour who, in toro, demonstrated the value, in 
primary resection in continuity of the sigmoid and 
rectosigmoid, of passing a tube of the stomach-tube 
type through the anus and rectum to a point 6 or 8 
in. above the anastomosis and leaving it in place 
for from seven to ten days to carry off the gas, 
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prevent angulation, and maintain the intestinal 
channel in proper position. 

In the decade from 1890 to 1900, operation was 
performed in the Mayo Clinic in 7 cases of tubercu- 
losis of the large intestine. In 5, resection was done 
with extraordinary results. In those earlier years 
relatively more cases of tuberculosis of the intestine 
were seen than later. 

In 1907, Wilson, Giffin, and W. J. Mayo reported 
5 cases in which a portion of the sigmoid was excised 
for obstructive diverticulitis with the formation of 
tumor. These were the first cases to be recorded in 
which the pathological change in diverticulitis was 
demonstrated during life. 

C. H. Mayo taught surgeons to wrap the colon 
with the omentum in cases in which the blood supply 
was seriously injured ‘and, as far as possible, to use 
the omentum to protect the anastomosis in resec- 
tions. 

In surgery of the sigmoid the anatomical relation 
of the ureters in the pelvis must be taken into con- 
sideration. Especially on the left side the ureter may 
be so closely attached to a growth in the lower part 
of the sigmoid that it cannot be separated without 
the possibility of leaving a portion of the growth 
with the adherent ureter. In Mayo’s first case of 
this character, in which, after a difficult operation, 
he found an otherwise normal ureter closely attached 
to the involved sigmoid in a removable malignant 
growth, he cut and tied the ureter at the brim of the 
pelvis and removed its lower part with the growth, 
intending to remove the kidney at the same time. 
The condition of the patient did not permit removal 
of the kidney at that time, but Mayo expected to be 
compelled to perform a nephrectomy when the 
patient had sufficiently recovered. He found to his 
surprise that no ill effects followed. Since that time 
he has not hesitated to tie and cut a normal ureter 
in similar cases. 

In 1917, Mayo first performed transperitoneal 
sigmoidotomy for the removal of a bleeding papil- 
lomatous growth and found it very easy. 

In the course of exploration in cases of carcinoma, 
the finding of enlarged lymph nodes has frequently 
led to interruption of a radical operation, but unless 
such nodes are removed and proved to be car- 
cinomatous the conclusion that excision is useless is 
not always justified. In many instances in which 
Mayo has operated upon patients who have been 
subjected to such explorations the nodes have been 
found not carcinomatous and radical operation has 
been performed successfully. 

There are certain exceptions to the inadvisability 
of radical operation for incurable carcinoma. Chief 
of these is the removal of an operable primary 
growth when secondary growths are present in cer- 
tain situations such, for instance, as the liver. The 
liver has the greatest power of regeneration of any 
organ in the body. When carcinomata of the 
stomach, rectum, or large intestine can be removed 
locally with safety, it is sometimes advisable to 
excise the primary growth for palliation and to 
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prolong life, thus enabling painless secondary 
processes to bring about the fatal issue instead of 
the original process which would cause a painful 
death. Metastatic processes in the liver have room 
for enlargement without infection or pressure on 
neighboring organs, nerves, or tissues. It has been 
pointed out by specialists in tuberculosis that if the 
primary lesion can be removed or cured, the 
secondary lesions are more readily cured or arrested 
than is the primary lesion. This may be true also to 
some extent of malignant disease. 


Rankin, F. W.: Total Colectomy; Its Indication and 
Technique. 117. Surg., 1931, xciv, 677. 

In the files of the Mayo Clinic are records of six- 
teen cases of total or subtotal removal of the colon. 
Since the indications are assumed to have been 
similar in all, Rankin has divided these arbitrarily 
into two groups according to the amount of bowel 
removed. He uses the term “subtotal colectomy” 
to designate removal of the colon down to, or almost 
to, the juncture of the sigmoid with the rectum, and 
the term ‘total colectomy” to indicate complete 
exeresis of the colon, sigmoid, and rectum. He states 
that such a formidable procedure as extirpation of 
the entire colon and rectum should be undertaken 
only in the presence of very definite indications. 

There are two general types of conditions which 
call for total colectomy: a definite primary lesion, 
and a secondary lesion. The primary lesion is poly- 
poidosis. Anatomically and pathologically, polyps in 
the colon are of two main types. Those of one type 
are true neoplasms and those of the other type the 
results of an inflammatory reaction. The polyps 
are divided into three distinct groups which vary 
grossly as well as microscopically. 

In those of Group 1, the epithelial elements are 
practically normal; the tumors are rough nodules 
on the mucous surface of the bowel, varying from 
tiny clubs to masses 2 cm. on section. Polyps of this 
type rarely become malignant. 

The polyps of Group 2 are easily distinguished 
from those of Group 1 as the structural changes in 
both the epithelium and connective tissue elements 
are abrupt and striking. Rankin believes that the 
rate of development of the carcinoma in polyps is an 
extremely important factor in their metamorphosis. 

In polyps of Group 3 the epithelium is almost com- 
pletely undifferentiated. It is an accentuated form 
of that seen in the polyps of Group 2. These polyps 
early become deep, infiltrating carcinomata. 

The diagnosis of congenital polypoidosis is usually 
made by digital or proctoscopic examination because 
the polyps invade the rectum as well as the entire 
colon and are both palpable and visible. 

The second indication for total colectomy is com- 
plicated chronic ulcerative colitis producing either 
multiple lesions of the joints as a focus of infection 
or resulting in multiple polyps which not infre- 
quently change into malignant growths. 

In extirpation of the entire colon, two procedures 
are available: (1) an operation in three stages, con- 


- sisting of ileostomy, removal of the colon down to the 


rectosigmoid juncture, and combined abdomino- 
perineal resection of the rectum, and (2) ileosigmoid- 
ostomy followed by colectomy. 

In Rankin’s six cases, total colectomy was done 
in three stages without an operative death. 


Werthmann, H.: Appendicitis in Childhood (Ap- 
pendicitis beim Kleinkind). Zentralbl. f. Chir., 1931, 
P. 1043- 

A seven-months-old female child in good general 
condition was admitted to the hospital with the 
diagnosis of acute appendicitis. According to the 
history as given by the mother, the child had always 
been well except for an intestinal catarrh of short 
duration. On the day previous to its admission to 
the hospital it was seized with cramps and vomiting 
followed by constipation and abdominal pain. 

Examination of the right side caused increased 
crying and disclosed rigidity and slight distention of 
the abdominal wall. Deep palpation in the region 
of McBurney’s point caused a defense reaction and 
drawing up of the right leg. The rectal temperature 
was 37.8 degrees C., the pulse 140, the respiration 
28, and the leucocyte count 16,000. Roentgen 
examination for pneumonia was negative. 

Operation revealed an unusually long, slender 
appendix which was acutely inflamed. In the 
mesentery, particularly in the ileocecal region, there 
were numerous enlarged inflamed glands. In the 
small pelvis there was a cloudy serous exudate. The 
appendix was removed in the usual manner and 
primary closure of the abdomen was done in layers. 
The postoperative course was uneventful. 

The wall of the appendix was markedly thickened 
and the serosa was injected. The mucosa was oede- 
matous and showed numerous submucous petechial 
hemorrhages and beginning haemorrhagic gangrene. 
The contents of the appendix were liquid faces and 
pus with a bacillus coli odor. 

Acute appendicitis in childhood is very rare, only 
about thirty cases being on record. According to 
Aschoff, it is usually due to bacteria from the 
intestine. The parts which are physiologically or 
pathologically narrowed are those most readily 
affected. As the site of the condition is determined 
chiefly by mechanical factors and their relationships 
to the lymphatic tissues, the rarity of acute appen- 
dicitis in childhood is explained. The wide smooth 
lumen and the absence of furrows and folds do not 
prevent stagnation of the contents and bacteria. 
The course of the illness is always severe. Because 
of the incomplete development of the lymphatic 
filter and of the mesentery and because of the slight 
resistance of the peritoneum, encapsulation does not 
occur until late, if at all. The younger the child the 
greater the danger. In the first year of life the 


mortality is about 100 per cent, in the second year it 
is 72 per cent, and later it is 11.7 per cent. 

In the differential diagnosis it is necessary to rule 
out central pneumonia, pneumococcus peritonitis, 
Bope (Z). 


and invagination. 
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Lee, A. E.: Acute Appendicitis: Its Early Diagnosis. 
Med. J. Australia, 1931, ii, 635. 

In order to diagnose acute appendicitis it is 
necessary to understand the mechanism of abdom- 
inal symptoms. 

Inflammation of the gut wall does not of itself 
evoke direct localizing signs. Because of the em- 
bryological development, rotation mechanism, and 
size of the midgut, the primary intrinsic pain pro- 
duced by distention anywhere along the course of 
this part of the intestine is felt only over the site of 
the mesenteric attachment, that is, in the midline in 
the epigastrium, above and around the umbilicus. 

Referred pain is produced when a stimulus over- 
flows into other nerves entering the same segment 
and sensitizes these nerves so that they exaggerate 
responses along them and cause painful hyper- 
esthesia even when light touch is the only stimulus. 
The sympathetic system carrying sensory stimuli 
from the intestines sends connecting fibers to the 
spinal cord in the thoracic and lumbar segments. 

The reverse peristalsis syndrome is produced by 
irritation or inflammation in the lower portions of 
the gut which render these portions more irritable 
than the portions cephalad to them. Under such 
conditions there is a reversal of the law that the 
stimulus to contract travels from a more irritable to 
aless irritable portion of the gut and that irritability 
decreases gradually from the cephalad to the caudad 
end. Reverse peristalsis is manifested by nausea, 
vomiting, and constipation. 

Parietal pain is produced by spread of the inflam- 
mation from the viscus to the subperitoneal fascia 
in the area of the involved organ. 

The author recognizes a medical and a surgical 
appendicitis. Medical appendicitis is a simple infec- 
tion of the mucosa of the appendix due to an infec- 
tion of the cecal mucosa, a lymph-borne infection 
involving the periappendiceal glands, or a simple 
blood-borne infection with uncomplicated inflam- 
mation. It is associated with slight nausea, vomit- 
ing, and pain in the right lower quadrant of the 
abdomen and may become surgical. 

Surgical appendicitis is an acute appendicular 
obstruction caused directly by the swelling incident 
to acute inflammation or indirectly by scar tissue 
narrowing the lumen and causing early occlusion, 
periappendiceal spread of the inflammation causing 
the formation of adhesions with kinking, or diffuse 
fibrosis of the appendiceal wall replacing the muscle 
tissue, interfering with the emptying power of the 
appendix, and favoring stagnation. A fecolith pre- 
disposes to local inflammation with rapid block. 
The danger lies in the resulting necrosis of the 
appendiceal wall with final rupture. 

In the presence of the usual signs of acute appen- 
dicitis, including nausea, vomiting, and tenderness 
and rigidity in the right lower quadrant of the 
abdomen, the most important factor indicating 
surgical appendicitis i isa history of persistent diff use 
epigastric midline pain present at the onset. It is 
to this region that the primary intrinsic pain stimuli 


are sent. Also important is a history of recurrent 
attacks of abdominal pain. 

In the differential diagnosis, inflammation of 
Meckel’s diverticulum and volvulus of the small gut 
are indistinguishable from acute appendicitis. In a 
sophisticated subject acute salpingitis may be con- 
fusing as the patient will deliberately place the 
intrinsic midline pain higher than it is. All other 
intra-abdominal conditions are excluded by the 
history, which is often of much greater value than 
the findings. A history of diffuse epigastric midline 
pain which has persisted for several hours and is 
associated with the other findings of acute appen- 
dicitis almost always signifies an obstructive appen- 
dicitis requiring immediate operation. 

M. Britt, M.D. 


Bancroft, F. W.: Hamangioma of the Sigmoid 
and Colon. Ann. Surg., 1931, xciv, 828. 


Hemangioma of the rectosigmoid is usually con- 
genital. The most prominent sign is repeated bleed- 
ing from the rectum, usually beginning in the first 
decade of life. 

The condition is serious as death is apt to occur 
from the hemorrhage. 

In the cases on record the treatment was in 
general unsatisfactory. The author reports a case in 
which cure was obtained by injecting the superior 
hemorrhoidal vein with a sclerosing (40 per cent) of 
sodium salicylate. Colostomy was done to put the 
bowel at rest during the period of repair. 

Howarp A. McKnicut, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Elman, R., and Taussig, J. B.: The Cholesterol 
Function of the Gall Bladder. J. Exper. J/., 
1931, liv, 775. 

The authors analyzed the gall-bladder and hepatic 
bile and determined the bilirubin content in the 
cases of seven human beings and four dogs. In 
several instances samples were obtained by puncture 
of the common duct at operation. 

It was found that the gall-bladder bile contained 
much more cholesterol than the hepatic bile. That 
this increase was not explained by concentration 
alone is shown by the bilirubin figure. Errors due 
to cellular débris were ruled out by filtering. The 
greater cholesterol content of the gall-bladder bile 
probably had its source in the wall of the gall 
bladder. This conclusion is supported by the fact 
that biliary epithelium is derived from the in- 
testinal tract and there is considerable evidence 
that the intestine is the site of origin of many of the 
sterols of the stools. 

With regard to stone formation, the authors state 
that the absorption of bile salts seems to be acceler- 
ated by infection and as a result of the reduction of 
the bile salts cholesterol is deposited since it is the 
bile salts which keep the cholesterol in solution. 

WituiaM J. TANNENBAUM, M.D. 
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Phemister, D. B., Rewbridge, A. G., and Rudisill, 
H., Jr.: Calcium-Carbonate Gall Stones and 
Calcification of the Gall Bladder Following 
Cystic Duct Obstruction. Ann. Surg., 1931, 
Xciv, 493. 

The authors discuss the formation of calcium- 
carbonate stones in the gall bladder, the deposition 
of calcium carbonate in the walls of the gall bladder 
and cystic duct, and the formation of a calcium- 
carbonate paste in the gall bladder. 

In all of the seven cases reported the cystic duct 
was obstructed by a cholesterol stone of the ordinary 
type. In the authors’ opinion, the occurrence of 
pure or nearly pure deposits of calcium carbonate in 
the gall bladder is dependent upon permanent or 
intermittent obstruction of the cystic duct. The 
calcium carbonate is thrown out in the presence of a 
mild chronic cholecystitis rather than a severe acute 
cholecystitis and appears to come from the wall of 
the gall bladder. In the authors’ cases characteris- 
tic fibrotic changes were found in the wall of the 
gall bladder, atrophic changes were found in the 
mucosa, the gall bladder contained very little or no 
bile, and there was a history of mild recurrent at- 
tacks of colic without icterus or fever. 

The roentgen findings were typical as calcium- 
carbonate stones are much more opaque to the X- 
rays than cholesterol stones. 

Chemical analysis showed the calcium carbonate 
content of the stones in the gall bladder to range 
from 74 to almost 100 per cent. 

The article contains drawings of calcium-carbonate 
stones, roentgenograms, and photographs of the gall 
bladders and stones. The seven cases are reported 
in detail. Artuur H. Ktawans, M.D. 


Deaver, J. B., and Burden, V. G.: The Common Bile 
Duct. Surg., Gynec. & Obst., 1931, liii, 662. 

As the common bile duct is in intimate relation- 
ship to the gall bladder, pylorus, duodenum, and 
pancreas, it is affected by diseases of these organs. 

The duct is lined by tall columnar epithelium be- 
neath which is a compact layer of connective tissue 
containing considerable elastic tissue. The outer 
layer of the duct wall is composed of loose areolar 
tissue containing blood vessels, lymphatics, and 
muscle. The muscular layer is composed of un- 
striped fibers, longitudinal and circular. The wall 
of the duct contains also many mucous glands. , 

Pathological conditions found in the common 
duct include inflammation, stricture, ulceration, 
stone, distention, neoplasm, diverticulum, and con- 
ditions due to trauma such as tears, section, and 
ligation. 

Inflammation is usually the result of cholecystitis. 
Its next most common cause is stone. Stone may 
give rise to ulceration. Inflammation is charac- 
terized by opacity and thickening of the walls and 
dilatation. 

Stricture is always followed by jaundice. The 
jaundice may be intermittent or permanent, de- 
pending upon the character of the stricture. While 


stricture may be the result of persistent obliterative 
cholangeitis, it is most frequently due to operative 
injury. Hence postoperative intermittent biliary 
obstruction is always more or less suggestive of 
stricture of the common duct. 

A stone that obstructs the common duct and 
causes retention of bile may lead to ulceration and 
perforation of the duct. 

Diverticula of the common duct are caused by 
obstruction in conjunction with localized weakness 
of the wall. 

Next to the gall bladder, the ampulla of Vater is 
the most important part of the extrahepatic biliary 
tract. Physiologically, it is most important in the 
filling and emptying of the gall bladder. Patho- 
logically, it may become very confusing when it is 
spastic and produces an intermittent jaundice, and 
it is very important in the postoperative morbidity 
of biliary surgery. No operation on the common 
duct is complete unless the patency of the duct 
through to the duodenum has been demonstrated 
satisfactorily. 

Impassable obstructions of the common duct are 
rare. When in the presence of such an obstruction 
the gall bladder is found to be intact and the 
cystic duct is patent, the operative procedure of 
choice is cholecystogastrostomy. 

J. TANNENBAUM, M.D. 


Soroko, N.: The Treatment of Biliary Fistule in 
Obstruction of the Common Duct (Ueber Be- 
handlung der Gallenfisteln beim Choledochus- 
verschluss). Nov. chir. Arch., 1930, XXi, 457. 


On the basis of the wide experience of the Fedorov 
Clinic in biliary surgery, the author made a thorough 
study of the treatment of biliary fistule in obstruc- 
tion of the common duct. Secondary operations on 
the biliary tract are among the most difficult of 
surgical procedures. The depth of the operative 
field, especially in obese persons, the extensive in- 
flammatory adhesions, hemorrhages in acholic and 
icteric patients, and the impossibility of planning the 
operation in case of unexpected operative findings 
greatly increase the difficulties of the surgeon. 
Secondary interventions for the relief of various 
postoperative complications are steadily increasing 
with the increase of biliary surgery. The most com- 
mon cause of these complications demanding subse- 
quent operations which carry a high mortality even 
when performed by experienced surgeons is neglected 
gall stones. The earlier the primary operation is 
undertaken the less dangerous it is and the surer its 
successful outcome. 

In the majority of cases, all long-standing biliary 
fistule arise as a result of technical errors in the first 
operation. Asa hasty cholecystectomy may make it 
very difficult to conduct the bile into the bowel, the 
first and principal rule in biliary surgery is that the 
gall bladder must never be removed before the deep 
bile ducts have been examined. Accidental injuries 
to the biliary ducts at primary operations are best 
treated by immediate suture over a drainage tube in 
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the duct; reconstructive secondary operations are 
always much more difficult. Reconstruction opera- 
tions are of the following types: 

1. A plastic operation in which the wall of the gall 
bladder, and the stomach (full thickness or serosa 
and muscularis of the latter) and the greater omen- 
tum are used and a rubber tube (so-called drain 
perdu) is introduced and sutured in place. The 
author warns against the use of the drain perdu, 
emphasizing that a retained drainage tube may lead 
to decubitus or stenosis of the common duct. He 
believes that the good results obtained by this 
method may be accomplished more safely by 
cholecystogastrostomy or external drainage. 

2. Choledochoduodenostomy or choledochogas- 
trostomy. Lateral anastomosis between the common 
duct and duodenum or stomach is indicated in cases 
of marked dilatation of the common duct with 
anatomical changes in its walls. This operation was 
done 8 times in the Fedorov Clinic (6 choledochoduo- 
denostomies) with good results. End-to side union 
of the common duct and duodenum is indicated only 
in cases of marked gastroduodenal obstruction in 
which the common duct has been accidentally or 
intentionally severed. In high obstructions or exten- 
sive changes in the bile ducts a hepatocholangio- 
enterostomy may be attempted. However, this 
operation does not give good permanent results as 
the patients usually die of septic cholangeitis if not 
of the original disease. 

3. External union of the fistula opening with the 
intestinal tract by means of an extracutaneous rub- 
ber tube. This is a very simple operation and the 
only possible and favorable procedure for exhausted 
patients who have lost bile for a number of months. 
Therefore it must be considered an operation of 
necessity or a procedure preliminary to a more 
radical operation. It was done 4 times in the 
Fedorov Clinic. 

4. Anastomosis of the fistula to the intestinal 
tract. The fistulous tract is dissected out with its 
surrounding skin scar and sutured into the stomach 
orduodenum. The patient immediately receives the 
bile in the bowel and recovers very rapidly. Never- 
theless the mortality of the operation is very high 
because of postoperative haemorrhage. The opera- 
tion was done twice in the Fedorov Clinic without 
success (death from hemorrhage). In the total 
literature there are records of 24 cases in which it was 
performed; 17 of the patients died and 7 recovered. 

In cases of persistent biliary fistula which are 
accompanied by severe inflammation and mucosal 
swelling, good results may sometimes be obtained by 
Introducing a duodenal tube and injecting from 200 
to 300 c.cm. of hot (from 60 to 75 degrees F’.) sodium 
sulphate solution. The pre-operative preparation of 
patients by blood transfusion, the oral administra- 
tion of their own bile, and the feeding of Vitamin D 
Improves the prognosis considerably by decreasing 
the danger of severe postoperative hemorrhage. 

The author has collected from the literature 215 
cases of various reconstructive operations on the 
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biliary tract. In 160 the immediate results were 
good, and in the remaining 55 they were negative. 
G. (Z). 


Krotoski, J.: The Study of the Carbohydrate 
Metabolism, and Its Value in Surgical Diseases 
of the Pancreas (Examen du métabolisme des 
hydrates de carbone et sa valeur dans les affections 
chirurgicales du pancréas). Chir. clin. Polonica, 
1931, ii, 166. 

This study was made on 125 patients, 20 of whom 
had surgical diseases of the pancreas. In 1 subacute 
case of pancreatic necrosis spontaneous glycosuria 
occurred. In 4 of the 6 acute or subacute cases of 
necrosis, sugar was present in the urine two hours 
after the ingestion of dextrose. Of the 81 patients 
with non-pancreatic lesions, the urine of 4 showed 
sugar varying in amount from a trace to 2 per cent. 
Three of these 4 patients had biliary tract disease, 
and 1 had a gastric cancer. Because of the damage 
to the kidneys in toxic conditions such as pancreatic 
necrosis, tests for sugar in the urine in such con- 
ditions are of little diagnostic value. 

In all of the 4 cases of acute pancreatic necrosis 
reviewed the fasting blood sugar was high, ranging 
from 0.168 to 0.266 gm. per 100 c. cm. However, it 
was high also in cases of purulent peritonitis, in 
which it ranged from 0.154 to 0.185 gm. In early 
perforations of duodenal ulcer without peritonitis, in 
acute appendicitis, and in intestinal obstruction the 
blood sugar was normal or only very slightly in- 
creased. In acute conditions of the biliary passages a 
slight elevation from 0.120 to 0.144 gm. was found. 
In cases of acute peritonitis with high blood sugar 
which came to autopsy, no changes in the pancreas 
were observed. Determinations of the fasting blood 
sugar in the postoperative course of pancreatic 
disease give a good idea of damage, exacerbations, 
or sequestrations of pancreatic tissue. 

For the tolerance determinations, 50 gm. of 
dextrose in 20 per cent solution were given orally. 
The blood sugar was determined before and forty- 
five minutes and two hours after the sweet drink. In 
the 6 acute and subacute cases of pancreatic necrosis 
the curves revealed a serious disturbance of carbo- 
hydrate metabolism. Of 14 chronic cases, 13 showed 
a decrease in tolerance. Of 42 patients with biliary 
tract disease, a few more than 23 per cent had 
demonstrable pancreatic lesions, but in addition a 
number in whom concomitant pancreatic involve- 
ment was not probable had poor sugar-tolerance 
curves. Other factors, such as liver damage and 
acidosis, might have been responsible. Of 14 cases 
of neoplasms, 11 showed a decrease in tolerance. 
Hyperthyroid patients showed a marked glycemia. 

When to units of insulin were given before the 
sugar in pancreatic affections there was a marked 
flattening of the curve, but when the decrease in 
tolerance was not due to pancreatic insufficiency the 
dose of insulin did not markedly affect the curve. 
Therefore in insulin-resistant cases the pancreatic 
factor was excluded. Geza DE Takats, M.D. 
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Nowicki, S.: The Pathogenesis of Acute Pancreatic 
Necrosis (Pathogénie de la nécrose aigué du pan- 
créas). Chir. clin. Polonica, 1931, ii, 37. 

Following a comprehensive review of the litera- 
ture on experimental pancreatic necrosis, the author 
reports experiments on dogs in which the attempt 
was made to produce acute pancreatic necrosis by 
introducing aseptic bile into the duct, intravenously, 
or into the parenchyma of the gland. When the bile 
was injected into the duct, a comparison of the histo- 
logical sections with those from clinical cases re- 
vealed a close resemblance to the human disease. 
The injection of infected bile, duodenal contents, or 
trypsin did not cause similar pictures. The patho- 
logical changes were most marked in the areas which 
had the most contact with bile. This suggests the 
cause of the frequent involvement of the head of the 
pancreas in man. The bile produced necrosis in the 
pancreatic tissue as early as four hours after its in- 
jection. The islet tissue, however, was quite re- 
sistant. 

Marked vascular changes were produced by bile 
in the pancreas. Thrombosis and later hyaline de- 
generation and rupture of veins with hematomata 
were frequent. The inflammatory reaction ap- 
peared later, after about twenty-four hours. Fat 
necrosis appeared with the necrosis of the gland. 

When sclerosis of the pancreas was produced by 
previous trauma, the gland was more resistant to 
irritative agents than the normal pancreas. The in- 
jection of bile, duodenal contents, or trypsin into 
the duct of Wirsung caused the suppression of ex- 
ternal secretion from the pancreatic fistula for at 
least two days. 

Activation of trypsin is not the primary cause of 
pancreatic necrosis. It occurs only when necrosis of 
the gland is established. In the experiments re- 
viewed the peritoneal exudate of the dogs did not 
contain active trypsin. However, lipase is activated 
early and can be found in the peritoneal exudate. 
Its activation is independent of that of trypsin. 

Geza bE Takats, M.D. 


Urmy, T. V., Jones, C. M., and Wood, J. C.: A Case 
of Diabetes Mellitus and Fatty Diarrhoea Due 
to Carcinoma of the Pancreas. Treatment 
with a Very High Carbohydrate Diet and 
Insulin. Am. J. Sc., 1931, clxxxii, 662. 


The authors report a case of colloid carcinoma of 
the pancreas of at least four years’ duration. During 
the time the patient was known to have the pan- 
creatic lesion he was subjected to cholecystogas- 
trotomy to relieve biliary obstruction. As the condi- 
tion progressed, a mild diabetes developed, and during 
the last vear of life the classical picture of external 
pancreatic insufficiency supervened. In combating 
the general debility and emaciation produced by 
the carcinoma, the fatty diarrhoea, and the diabetes, 
a diet with a very high carbohydrate content com- 
bined with insulin was found very effective. Ade- 
quate digestion and absorption were maintained, 
carbohydrate metabolism was greatly improved, 


and there was a marked increase in weight and 
strength. While the general effects of the carcinoma 
were successfully resisted, the patient finally suc. 
cumbed to pain, hemorrhage, and secondary infec- 
tion of the tumor. 

The observations made by the authors are in 
accord with the findings of others. They show that 
by far the best diet in external pancreatic insufi- 
ciency is one with a high carbohydrate content. The 
use of insulin is advisable for the prevention of 
glycosuria and for its effectiveness in the production 
of a weight increase. A diet with a high carbohy- 
drate and low fat content combined with the admin- 
istration of insulin improves rather than impairs 
carbohydrate tolerance. 

In conclusion the authors say that the diabetes 
produced by encroachment of tumor tissue on the 
pancreas does not in any way differ from the so- 
called “true diabetes.” Antuony F. Sava, M.D. 


Pemberton, J. De J.: Results of Splenectomy in 
Splenic Anzmia, Hemolytic Jaundice, and 
Hemorrhagic Purpura. Ann. Surg., 1931, xciv, 
755- 

Splenectomy for certain types of anemia and 
blood dyscrasia associated with disorders of the 
spleen is a modern surgical venture. Its develop- 
ment, in the absence of accurate knowledge of the 
function of the spleen in health and disease, has been 
attained entirely through empiric failures and suc- 
cesses. Although active interest in splenectomy may 
be said to date back only a quarter of a century, the 
operation has been employed many hundreds of 
times in a wide variety of diseases; therefore ample 
data with regard to the results in certain of the 
more common diseases have long been available to 
establish the procedure on a firm basis. 

The author made a study of the records of all 
cases of splenic anemia (including Banti’s disease), 
hemolytic jaundice, and purpura hemorrhagica in 
which splenectomy was performed at the Mayo 
Clinic between December 31, 1908, and January 1, 
1931. The series comprised 326 cases. One hundred 
and sixty-seven were cases of splenic anaemia; 118, 
cases of hemolytic jaundice; and 41, cases of pur- 
pura hemorrhagica. 

Of the 167 patients with splenic anemia and 
Banti’s syndrome who were subjected to splenec- 
tomy, 16 (9.6 per cent) died in hospital. The causes 
of death were pulmonary infections, including pneu- 
monia, pleurisy with septicemia and hemorrhagic 
cedema of the lungs, pulmonary embolism, portal 
thrombosis, hepatic insufficiency, subdiaphragmatic 
abscess, and peritonitis. 

Of the 151 patients with splenic anamia who sur- 
vived the immediate effects of the operation, 80 are 
known to be living. Although many of the subse- 
quent deaths were not attributable to the disease, it 
is of interest that more than a third were directly 
attributable to haemorrhage. Age played a more 
definite part than sex in the immediate as well as 
the late results. 
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Of the 118 patients with hemolytic jaundice who 
were subjected to splenectomy, 4 died in the hos- 
pital. Approximately 86 per cent of the patients 
who recovered from the operation are living, and 83 
per cent of them are in good health. 

Of the 41 patients operated on for haemorrhagic 
purpura, 2 died. One of them died from cerebral 
bleeding. 

From the data cited it is evident that, contrary 
to the prevalent view of the hazardous nature of 
splenectomy, the operation gives results which com- 
pare favorably with those of other major abdominal 
operations and in spite of the relatively common mis- 
takes in diagnosis, the conditions associated with dis- 
orders of the spleen and amenable to splenectomy 
can be readily identified provided complete data 
concerning the blood are correlated with the clinical 
history. 

Since the operative results in cases of splenic 
anemia are contingent largely on the presence of 
secondary affections of the liver and portal ob- 
struction, the importance of early diagnosis and 
operation is apparent. 

Because of the high incidence of secondary affec- 
tions of the liver, the small operative hazard, and the 
extremely favorable late results, splenectomy seems 
to be the safest procedure in all cases of hemolytic 
jaundice. 

In hemorrhagic purpura, splenectomy is a com- 
paratively safe procedure and its benefits are lasting. 
In severe cases, delay of operation is associated with 
danger. 
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MISCELLANEOUS 


Elkin, D. C. :_ Subphrenic Abscess. J. Am. AM. Ass., 
1931, XCVii, 1279. 

Subphrenic abscess is an important surgical prob- 
lem because it occurs as a complication of the most 
common surgical diseases: appendicitis, cholecysti- 
tis, and peptic ulcer. The diagnosis is frequently 
puzzling and the mortality high. 

Since the pus is localized in well-defined areas, 
the study of subphrenic abscess is largely anatomi- 
cal. A complete description of the subphrenic spaces 
was given by Barnard. 

In the diagnosis, the history of the original in- 
fection is of the greatest importance. As a rule the 
signs of toxemia and infection appear after a vari- 
able period of improvement following the original 
operation. The physical signs vary with the size of 
the abscess and its location. In abscess of the sub- 
hepatic area or lesser sac, bulging may be seen in 
the epigastrium or below the costal margin and a 
tender mass may be felt. Occasionally the liver is 
pushed down by a right extraperitoneal abscess. 
Examination of the chest may show evidence of 
consolidation from lung pressure due to elevation 
of the diaphragm or a chest infection. The greatest 
help in the diagnosis is the X-ray. 

An abscess above the liver is approached most 
safely and directly by the two-stage transpleural 
operation. In abscess in the sub-hepatic region, the 
incision should be made over the most prominent 
part of the tumor. SAMUEL Kaun, M.D. 
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GYNECOLOGY 


UTERUS 


Alsobrook, H. B.: One Thousand Cases of Uterine 
Fibroids in the Negro Race. New Orleans M. & 
S. J., 1931, Ixxxiv, 317. 

Uterine fibroids occur with great frequency in 
negro women. Of the patients whose cases are re- 
viewed, 70 per cent were between thirty and forty- 
five years of age. In 60 per cent of the cases the 
chief symptom was pain. This cannot always be 
attributed to the tumor itself. Most frequently it is 
due to inflammatory adhesions to contiguous struc- 
tures. The incidence of hemorrhage in the cases 
reviewed was less than 7 percent. Asa rule, bleeding 
occurs only when the tumors are of the submucous 
variety. 

In 29.1 per cent of the cases, heart disease or 
hypertension was found. In nearly 12 per cent the 
Wassermann reaction was positive, but no difference 
in the convalescence or mortality was apparent in 
this group. The frequency of secondary anemia 
indicates that in many cases a transfusion should be 
given before and after operation. 

The incidence of sterility, low fertility, and fre- 
quent miscarriage was typical of this type of new 
growth whether the tumor is considered the cause or 
the result of these conditions. 

Supravaginal hysterectomy was done in 84.5 per 
cent of the cases, panhysterectomy in 10.5 per cent, 
and myomectomy in 4.2 per cent. In o.8 per cent an 
exploratory laparotomy was performed. The 
author removes the cervix whenever it is diseased. 
He prefers the complete operation to the supra- 
vaginal procedure. In 79 per cent of the cases re- 
viewed a bilateral salpingectomy, and in 16 per cent 
a unilateral salpingectomy, was done in addition to 


the operation for removal of the fibroid. The high * 


incidence of disease of the tubes is accounted for by 
the type of the patients. In over 50 per cent of the 
cases both ovaries were removed, and in nearly 25 
per cent 1 ovary was removed. As in colored women 
menstruation begins and ends earlier than in white 
women and the menopause induced by odphorec- 
tomy is not so severe as in white women, there is less 
objection to radical ovarian surgery between the 
thirtieth and fortieth years of age in the cases of 
colored women than in the cases of white women. 

In nearly one-third of the cases reviewed the 
operation was performed under spinal anesthesia. 

Sixty-three and four-tenths per cent of the tumors 
were solitary. Acute salpingitis occurred in 5.5 per 
cent of the cases, subacute salpingitis in 12.9 per 
cent, and chronic salpingitis in 76.5 per cent. There 
were 8 cases of pregnancy. Adenocarcinoma of the 
ovary was found in 4 cases and a dermoid cyst of the 
ovary in 7. The appendix was removed in 69.3 per 


cent and was reported normal in only 0.28 per cent. 
The mortality was 2.7 per cent. This is exceedingly 
low considering the surgical risk and the high 
incidence of extensive pathological changes in 
addition to the uterine tumor. 

DonaALp G. ToLLEFson, M.D, 


Hamant and Koenig: Social Methods of Detecting 
Cancer of the Cervix of the Uterus (Des moyens 
sociaux de dépister le cancer du col de l’utérus) 
Gynéc. et obst., 1931, Xxiv, 299. 


Cancer of the cervix is generally recognized too 
late. Statistics show that 50 per cent of the patients 
come for treatment at a stage when the condition is 
too advanced for surgical operation and radium 
therapy seldom gives a cure. This is partly the 
fault of the patients because they often fail to seek 
treatment on account of ignorance, lack of pain, fear, 
or the belief that they cannot afford treatment. 
Physicians are at fault because they often do not 
make careful enough examinations, do not recog- 
nize the significance of beginning symptoms, or do 
not know all of the methods of diagnosis available. 
Midwives are responsible to a certain extent on 
account of the illegal treatment they frequently give. 

This condition of affairs can be remedied in 
various ways. General practitioners and medical 
students should be taught how to make an early 
diagnosis of cancer of the cervix. They should have 
impressed upon them the necessity for a complete 
genital examination by vaginal palpation and the 
use of the speculum, and the importance, in all 
doubtful cases, of an exploratory excision, done pref- 
erably at a gynecological hospital. They should be 
brought to realize that it is a moral obligation to 
settle a doubtful diagnosis by means of biopsy and 
that purely symptomatic treatment should never be 
given in doubtful cases. These facts should be 
taught by circulars from anti-cancer centers, lec- 
tures, and medical journals. All information that 
might be of aid to physicians or patients should be 
given free by correspondence bureaus maintained 
by the anti-cancer centers. Midwives should be 
given instruction in schools and advised of their 
responsibility in giving gynecological consultations. 
Pharmacists should also be given instruction on the 
subject. 

In its very beginning, before clinical symptoms 
develop, cancer of the cervix can be detected only 
by periodical medical examinations. The life insur- 
ance companies and social laws are now helping to 
make such examinations more common. Medical 
prophylaxis may be furthered by proper care during 
labor and abortion and by treatment of metritis in- 
cluding, if necessary, amputation of the cervix. 
Early diagnosis should be the task of centers for 
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cancer treatment codperating with gynecological 
and surgical clinics and of numerous diagnostic 
centers under the direction and control of the treat- 
ment centers. 

This medical organization should be supplemented 
by education of the public by books, lectures, pam- 
phlets, journals, motion pictures, radiophone talks, 
exhibitions, and cancer weeks. Efforts should be 
made to suppress charlatanism and dangerous ad- 
vertising by legal regulations, an international union 
against charlatanism, and medical control of pub- 
licity. Auprey Goss Morgan, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Bonnet, L.: Remarks on Adnexal Tuberculosis with 
Reference to a Case with Considerable Involve- 
ment of the Great Omentum (Remarques sur la 
tuberculose annexielle 4 propos d’un case avec 
envahissement considerable du grand épiploon). 
Bull. et mém. Soc. d. chirurgiens de Par., 1931, xxiii, 
525. 

A girl eighteen years of age was admitted to the 
hospital because of a mass in the abdomen which 
had been present for several months. She had been 
delivered of a healthy infant in August, 1927. Men- 
struation recurred toward the end of November, but 
there was no period in December. In January a 
diagnosis of pregnancy was made. The abdomen in- 
creased in size progressively for several months, but 
no fetal movements were noted. The following July 
there was a sudden decrease in the size of the ab- 
domen without apparent cause and a whitish secre- 
tion from the nipples appeared. The patient seemed 
to be in good condition, without fever or emaciation. 

Palpation revealed a non-painful, hard, very ir- 
regular, and adherent juxta-uterine mass which sug- 
gested fetal retention after an extra-uterine preg- 
nancy of about seven months. 

When the peritoneum was opened an adherent 
omentum covering all of the organs of the abdomen 
was discovered. After progressive liberation of the 
wall, it was found that the lower three-fourths of the 
omentum formed part of a large, hard, irregular 
mass which passed behind and was adherent to the 
uterus and connected with two adnexal masses. The 
adhesions were carefully liberated and the mass re- 
moved by a Kelly hysterectomy from right to left. 
A Mikulicz drain was then introduced and the ab- 
dominal wall closed in three layers. 

The operation was followed by smooth recovery. 
The drain was removed on the tenth day. Histo- 
logical examination of the specimen revealed fibro- 
caseous tuberculosis. 

Adnexal tuberculosis is more common than was 
formerly believed. A careful histological examina- 
tion of specimens will show that apparently simple 
adnexitis is often tuberculous. The reported inci- 
dence of tuberculous adnexitis as compared with 
ordinary inflammatory adnexitis ranges from 7.69 
to 12 per cent. Although the omentum may be the 
primary site of tuberculosis, in the author's case 
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its involvement appeared to be secondary to the 
adnexal lesions. 

Tuberculous infection by the ascending route is 
rare, but hamatogeous tuberculosis is much more 
frequent. In the case reported by the author the 
infection was probably hematogenous. Tuberculosis 
is rare in the sex glands, but often attacks the ex- 
cretory apparatus (epididymis and tubes). In more 
than three-fourths of cases of adnexal tuberculosis 
sterility is present. Some gynecologists regard the 
sterility as the predisposing cause of the tuberculosis 
whereas others regard it as the result of the tuber- 
culosis. 

In some cases pregnancy seems to precipitate the 
development of adnexal tuberculosis, as in the au- 
thor’s case, in which the disease developed several 
months after a normal delivery. Remilly, in his 
thesis, refers to two cases in which the condition de- 
veloped shortly after delivery and one case in which 
it developed two months after an abortion. Its 
occurrence under such circumstances is probably 
favored by diminished resistance. 

Menstrual disorders are common in general tuber- 
culosis. Metrorrhagia and menorrhagia are rare, 
but amenorrhcea is much more frequent. The latter 
often occurs in cases of delayed puberty. It may be 
progressive, temporary, or irregular or may appear 
suddenly, as in the author’s case. Dysmenorrhoea 
is just as frequent. It may occur with or precede the 
tuberculous lesions. In the diagnosis the Besredka 
reaction, even though inconstant, may be of aid. 

When, besides the genital tuberculosis, there is 
tuberculosis of other organs, the treatment should be 
exclusively medical (heliotherapy, ultraviolet ir- 
radiation, X-ray irradiation, and the use of benzyl 
cinnamate and iodine). Toneff obtained good results 
in several cases from intramuscular injections of 
colloidal iodine in an oily suspension. Medical treat- 
ment may be tried also in mild cases. In others 
surgical removal of the diseased organs is best. 

Very good results have been obtained from surg- 
ical treatment with or without removal of the adnexa 
in the ascitic type of tuberculosis and the so-called 
cold abscess of the ovary. In the fibrocaseous type 
the results depend upon the extent of invasion and 
the importance of the pelviperitonitic lesions. 

In the only slightly adherent types, hysterectomy 
is no more dangerous than in ordinary adnexal af- 
fections. The mortality ranges from 2 to 4 per cent 
and the late results are good. In cases of adnexitis 
with extensive pelviperitonitis, periuterine abscesses, 
or extensive intestinal adhesions, the results are far 
from good, the mortality is between 10 and 20 per 
cent, and serious secondary complications may de- 
velop. Parietal suppurations and fistula are com- 
mon. The prognosis can be considered good only in 
mild cases in which the condition is localized. It 
becomes progressively less favorable with the further 
advance of the lesions. Drainage does not seem to 
favor fistula formation. Roentgenotherapy without 
or after operation has given good results with healing 
of postoperative fistula. Epitn S. Moore. 
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Brouha, L.: The Endocrine Function of the Ovary 
(La fonction endocrine de l’ovaire). Bruxelles méd., 
1931, Xi, 1479. 

In this article Brouha has summarized the experi- 
mental evidence which has led to modern concepts 
of ovarian function. 

From the standpoint of endocrine physiology, the 
ovary must be considered a double gland. The folli- 
cular apparatus with its hormone, folliculin, con- 
stitutes the female sex gland proper. The corpus 
luteum and its hormone is an accessory gland con- 
cerned with pregnancy. Absence of the follicular 
hormone inhibits the function of the genital organs 
(puberty, oestrus, uterovaginal development) and 
certain somatic changes of the female organism 
(development and maintenance of secondary sex 
characteristics). Replacement of folliculin by ovar- 
ian grafts and injections of potent extracts restores 
full sexual maturity and function to the castrated 
animal. The manifestations of the sexual cycle 
which result from activity of the corpus luteum are 
purely pregestational and gestational functions and 
represent an epiphenomenon of the sexual cycle. For 
a period of time which varies considerably in differ- 
ent species, the luteal hormone is indispensible for 
the nidation of the impregnated ovum and the 
maintenance of gestation through its effect upon the 
endometrium. Absence of the luteal hormone results 
in abortion, 

These two clearly defined endocrine activities of 
the ovary occasionally become unbalanced as the 
result of overactivity or underactivity of one or the 
other hormone. The disequilibrium often accounts 
for sexual disorders such as suppression or ab- 
normality of the sexual cycle, and for gestational 
disorders such as sterility, abortion, and abnormal 
prolongation of the period of gestation. The injec- 
tion of folliculin into a normal female causes 
changes which constitute a state of ovarian hyper- 
function with hyperfeminization. This result is not 
obtained by grafting ovarian tissue into normal 
non-castrated animals. Folliculin injections after 
impregnation prevent nidation of the ovum and 
produce abortion. The luteal hormone suppresses 
the oestrus cycle of the normal female and brings 
about functional castration. In the pregnant female 
an excess of luteal hormone prolongs the term of 
gestation and may result in intra-uterine death of the 
fetus due to failure of the onset of labor. In castrated 
rats and rabbits injections of folliculin followed by 
injections of luteal hormone produce the characteris- 
tic pregestational changes of the endometrium. In 
the non-pregnant guinea pig this experiment is 
followed by separation and relaxation of the 
symphysis pubis. 

These experimental findings clearly show the dual 
nature of the ovary. A proper understanding of the 
dual nature of the gland and of the specific effects of 
the hormones is of paramount importance for proper 
use of the hormones in the treatment of disorders of 
the pregnant and non-pregnant female. 

Haroip C. Mack, M.D. 


Cornil, L., and Fiolle, J.: Hyperplastic Para- 
Uterine Ovarian Formations Following Bi- 
lateral Odphorectomy. A Pathogenic, Ana- 
tomical, and Clinical Study (Les formations 
ovariennes para-utérines, hyperplasiques consé¢cu- 
tives a la castration totale. Etude anatomique 
pathogénique et clinique). Presse méd., Par., 1931, 
XXXiX, 1445. 


As long ago as 1891 tumors were observed to de- 
velop following total removal of the uterus and 
adnexa. In that year two such neoplasms were re- 
ported by Le Dentu. Their exact nature was not 
known, and in subsequent reports in the literature 
(Hahusseau, thesis; Baudron, 1894; Claret, 1806; 
Dartigues, 1908; Chassat, 1909) various theories 
were advanced as to their origin. In 1805, Gillet 
described cystic degeneration of ovarian débris and 
Tixier reported a tumor which he ascribed to residual 
pelvic peritonitis. In 1927 Vaudrin expressed the 
opinion that the neoplasms are often of embryonic 
(wolffian) origin. In the same vear Mikler stated 
that he regarded some of the cystic tumors as cystic 
lymphangiomata induced by the scarring incident 
to the operation and others as the result of an 
encysted pelvic peritonitis, a postoperative endome- 
triosis, or an endometriosis originating in Mueller’s 
duct. He concluded also that cystic or solid tumors 
may arise from ovarian débris. 

The authors believe that, from the standpoint of 
anatomical and clinical characteristics and number, 
the postoperative tumors of ovarian origin are the 
most important and form a distinct pathological 
entity. In Lecéne’s opinion such a postoperative 
tumor indicates a poorly performed operation, that 
is to say, incomplete removal of an ovary, but the 
authors hold that the tumors often arise from 
supernumerary ovaries, which have been demon- 
strated by anatomists to exist in 4 per cent of in- 
dividuals. These structures vary in size from that 
of a millet seed to that of a pea and may occur in 
any part of the broad ligament or even the utero- 
vesicle pouch. Occasionally they are attached to the 
uterus by a ligament. The authors believe that fol- 
lowing odphorectomy they undergo compensatory 
hyperplasia somewhat as do accessory spleens after 
splenectomy. 

Examination of surgical specimens reveals one or 
more elements obviously of ovarian origin, germinal 
epithelium, graafian follicles, corpora lutea, typical 
ovarian stroma, and cysts. The cysts may be of the 
graafian or luteal type or simple hematomata. An 
intense thecal proliferation is common. The tumor 
may be complicated by inflammatory changes. 

The clinical course of these cases is as follows: 

Subsequent to hysterectomy with complete re- 
covery, the patient returns to the surgeon suffering 
from abdominal pain similar to that which preceded 
the operation and pelvic examination reveals what 
appears to be an adnexal mass. At first the pain is 
vague and often associated with vesical or rectal 
tenesmus. Gradually it becomes more severe and 
lumbar radiations occur. Occasionally there may be 
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a monthly recrudescence of the symptoms (Tixier). 
When the uterus has not been removed menstrua- 
tion may occur and this may lead the surgeon to 
search for uterine malignancy. On pelvic examina- 
tion the tumor is found in the cul-de-sac, laterally 
placed. Its size sometimes attains that of an adult’s 
head. The mass is usually quite firmly fixed, but not 
to the stump of the cervix. 

The condition must be differentiated from fibroma 
of the cervix, pelvic cellulitis, encysted serous peri- 
tonitis, foreign body (sponge), and tumors of neigh- 
boring organs. Tumors of neighboring organs can 
usually be excluded without difficulty. When 
another surgeon has performed the original opera- 
tion the diagnosis can never be positive as there is 
no way of being certain that the adnexa were en- 
tirely removed. Apert F. De Groat, M.D. 


Meyer, R.: The Pathology of Some Special Ovarian 
Tumors and Their Relation to Sex Character- 
istics. Am. J. Obst. & Gynec., 1931, Xxii, 697. 


Every body cell functions even if it is abnormal, 
and cells of a newgrowth may exhibit a specific 
functional capacity corresponding to the function of 
the tissue from which they arise. 

Disgerminoma ovarii is seen very often in pseudo- 
hermaphrodites. Twenty-seven cases have been 
collected. In four a definite testicle, in eight a doubt- 
ful testicle, in one a definite ovary, and in five a 
probable ovary was present on the other side. In 
five cases in which the tumors were bilateral the pa- 
tients showed predominantly female characteristics, 
but it was impossible to determine the nature of 
their sex glands definitely. 

The author has collected twenty-one cases of 
ovarian disgerminoma in women with a typically 
female body and without hermaphroditism. In five, 
the tumor was bilateral; in two, the condition of the 
other ovary was unknown; in eleven, the other ovary 
was normal; and in three the other ovary was com- 
pletely absent. One of the striking features of dis- 
germinomata occurring in the ovary is the early age 
at which the tumors develop, usually the second or 
third decade. In the testes of normal men or male 
hermaphrodites disgerminomata occur much later. 

As the neoplasms originate from undifferentiated 
sex cells, they have no specific hormonal influence 
and therefore do not stimulate the development of 
secondary sex characteristics. In the female, dis- 
germinomata may attain an enormous size and 
thereby destroy the ovary and even the uterus. 

Granulosa-cell ovarian tumors show a varying 
structure. They may occur as folliculomata, often 
associated with cysts; as a solid mass; as thin cords; 
as tubules; as a solid, carcinoma-like mass, which 
often contains areas of hyaline degeneration of the 
stroma; or as a diffuse structure resembling a sar- 
coma. They arise from undifferentiated cells and 
not from epithelial cells of the true follicle. They 
occur most frequently in women between sixty and 
seventy-four vears of age, in whom the ovary no 
longer contains follicles. They are by no means un- 


common. Of thirty-three cases collected, three were 
those of children, five those of women between 
twenty and thirty-nine years of age, eight those of 
women between forty and forty-nine years of age, 
and seven those of women over fifty years of age, 
five of whom were more than seventy years old. 

In twenty-seven cases bleeding was an important 
sign. After removal of the tumor the abnormal 
bleeding stopped, and in the cases of younger women 
menstruation again became normal if some of the 
ovarian tissue was preserved. 

The third group of tumors discussed in this article, 
the arrhenoblastomata of the ovary, are of particu- 
lar interest as they tend to cause women previously 
exhibiting normal female characteristics to take on 
the characteristics of the male. The breasts become 
atrophied, the ovary not involved by the tumor 
undergoes shrinkage, and atrophy of the uterus 
occurs with consequent amenorrhova and sterility. 
Arrhenoblastomata produce typical sex hormones 
identical with those which stimulate the develop- 
ment of normal males. 

Not all types of ovarian neoplasms are capable of 
defeminizing or masculinizing their hosts as was 
formerly thought. This influence is exerted only by 
certain tumors which possess distinct morphological 
and biological characteristics. 

In conclusion Meyer says that it is of great im- 
portance for the gynecologist to know that persons 
with disgerminomata, granulosa-cell tumors, and 
arrhenoblastomata may usually be cured by opera- 
tion, and that it is unnecessary to remove the other 
ovary if it is seemingly unafiected. However, dis- 
germinoma is bilateral in 20.8 per cent of cases. 

L. Cornett, M.D 


MISCELLANEOUS 


Razemon, P., and Lambret, M.: Twenty-Five Re- 
sections of the Presacral Nerve for Dysmenor- 
rhoea and Pelvic Neuralgia (Vingt-cing résections 
du nerf présacré pour dysménorrhée et névralgie 
pelvienne). Arch. franco-belges de chir., 1930, XXXii, 
641. 

Of the twenty-five patients whose cases are re- 
viewed, ten were cured, six were benefited, four were 
not benefited, and five could not be traced. In most 
of them the dysmenorrhceic or neuralgic phenomena 
appeared quite late in reproductive life. As a rule 
the pains begin after the first or the second labor, 
but sometimes they do not occur until after the third 
or fourth labor. In the cases reviewed, only four 
patients had suffered from the beginning of men- 
struation and these had noted an increase in the pain 
after the birth of a child. 

Few of the patients suffered only at the time of 
menstrual periods. In most of them the pains came 
on also between periods or were continuous and 
especially severe at the time of the periods, when the 
patient was fatigued, or during sexual intercourse. 

The lesions revealed at operation were often un- 
important. In one case there was no visible lesion. 
In another, a pedicled hydatid was found hanging 
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from each tube. In twenty cases operation disclosed 
a unilateral or bilateral sclerocystic ovaritis, with or 
without other lesions of the pelvic organs. The 
uterus was congested, soft, and retroverted, or 
sclerous and marbled in appearance. In seven cases 
operation revealed a little serous or serosanguineous 
fluid in the pouch of Douglas; in four cases, a pelvic 
varicocele; in three cases, chronic appendicitis; in 
two cases adnexal inflammation of appendicular 
origin; and in one case, cervical metritis with para- 
metritis on the left side. 

Resection of the presacral nerve was done accord- 
ing to the Cotte technique. The only difficulty was 
venous hemorrhage, which occurred in only one 
case. Of four cases in which simple resection of the 
presacral nerve was done, the operation resulted in 


a cure in three and failed in one. Resection with 
hypogastric sympathectomy, which was done in one 
case, was followed by cure. Of fifteen patients 
treated by resection combined with another opera- 
tion, six were completely cured, six were greatly 
benefited, and three were not benefited. Dyspare- 
unia and the intermenstrual pains are the easiest to 
cure by this treatment. Resection of the hypogastric 
plexus has a definite regularizing effect on menstru- 
ation. It favors the absorption of pelvic adhesions 
and the disappearance of douglasitis and parame- 
tritis. It has a beneficial effect on uterine lesions, 
especially cervical metritis. In several of the cases 
reviewed, leucorrhoea was decreased after the oper- 
ation. Three of the patients became pregnant. The 
twenty-five cases are reported in detail. Pace. 


) 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Wilson, K. M., and Corner, G. W.: The Results of 
the Rabbit Ovulation Test in the Diagnosis of 
Pregnancy. Am. J. Obst. & Gynec., 1931, xxii, 513. 


The test described is begun by giving to a fully 
mature female rabbit weighing 4 lb. or more, usually 
at about 5:00 p.m., an intravenous injection, without 
precautions for sterility, of 5 c.cm. of the urine to 
be tested. The next morning at 9:00 a.m. or later, 
that is to say, sixteen hours or more after the injec- 
tion, the rabbit is prepared for operation under ether 
anesthesia by an aseptic technique and an explora- 
tion is done through a midline abdominal incision. 
A positive result is determined by the presence in 
the ovaries of recently ruptured graafian follicles. 

The authors believe that this procedure should 
prove to be an extremely valuable and practical 
method for the early diagnosis of pregnancy. Except 
in one case of endometrial hyperplasia, a positive 
reaction has always indicated the presence of active 
fetal tissue in biological contact with the maternal 
blood stream or separated from it not longer than 
seventy-two hours. A negative reaction does not 
entirely exclude pregnancy as the intra-uterine or 
extra-uterine ovum may have perished and may have 
been retained for some time. The method may prove 
to be of value in determining the life or death of 
the ovum in the early months, but not its immediate 
death and not its death in the later months of preg- 
nancy. FE. L. Cornett, M.D. 


Henrotay, J. L.: Obstetrical Roentgen Diagnosis 
(Le radiodiagnostic obstétrical). Gynéc. et obst., 
1931, XXiv, 265. 

Obstetrical roentgen diagnosis has emerged from 
its uncertain beginning stage and its very encourag- 
ing results will doubtless be still further improved 
by improvement in the technique. Bumm says that 
the roentgen room is a necessary annex of the de- 
livery room, and many obstetricians are giving in- 
creasingly more consideration to roentgen diagnosis 
in their teaching. Every large maternity hospital 
should have a good roentgen equipment and a quali- 
fied roentgen obstetrician to manage it. 

Certain methods of roentgen pelvimetry permit 
absolutely accurate measurements of the pelvis, but 
are so difficult to apply that their use is as yet lim- 
ited. During labor, teleroentgenography gives a 
good idea of the possibility of adaptation of the head 
to the superior strait. 

Pregnancy can be diagnosed by roentgenography 
before there are any definite clinical signs. The 
roentgenogram is the only medicolegal document of 
any value when pregnancy must be proved. With 
its aid, the mistake of diagnosing pregnancy as a 


tumor can be prevented and the co-existence of preg- 
nancy and tumor may be determined. 

If the roentgenograms are properly interpreted it 
is not difficult to make a diagnosis of the presenta- 
tion and of multiple fetuses. Characteristic signs of 
death of the fetus are seen in the roentgenogram. 
Spalding found that soon after the fetus dies the 
brain retracts and the bones of the skull override 
each other. This is called “Spalding’s sign” and 
seems to be pathognomonic except during labor. 
However, the overriding of the bones of the skull 
during labor, which is due to pressure, is usually less 
marked than the overriding due to death of the fetus. 
The diagnosis of extra-uterine pregnancy has be- 
come possible by roentgen examination combined 
with sounding of the uterus or the intra-uterine in- 
jection of lipiodol. Anencephalus, hydrocephalus, 
and monsters can be easily diagnosed during preg- 
nancy by the use of roentgen rays. 

Roentgenography is of great value to show medi- 
cal students the progress of pregnancy and the dy- 
namics of labor. 

In some cases the roentgenogram settles doubts 
that could not be settled by the classical methods of 
palpation, auscultation, and vaginal examination. 

AuprEY Goss Morcan, M.D. 


Naeslund, J.: Investigations on the Passage of 
Nitrogen-Containing Substances from the 
Fetus to the Mother (Untersuchungen ueber den 
Uebergang N-haltiger Stoffe vom Foetus auf die 
Mutter). Acta obst. et gynec. Scand., 1931, xi, 474. 


The author reports investigations of the protein 
and water content of the serum and the fibrinogen, 
non-protein nitrogen, xanthoprotein, creatinin, uric 
acid, and amino acid content of the blood of the 
mother and child. 

Investigations of the non-protein nitrogen, made 
in forty-one cases, gave the following results, which 
are surprising when they are compared with the 
data reported in the literature: 

In all of the cases exact determinations showed 
that at the time of delivery the amount of non- 
protein nitrogen was less in the blood of the mother 
than in the blood of the child, and that in the child 
it was usually less in the blood of the umbilical vein 
than in the blood of the umbilical arteries. This is 
as would be expected as the greater part of the sub- 
stances represented by the non-protein nitrogen are 
formed by metabolism in the body and must there- 
fore be transferred from the fetus mainly through 
the umbilical arteries and the placenta to the 
mother. Moreover, it seems that the amount of 
non-protein nitrogen in the fetal blood is not con- 
stant like the serum protein and fibrinogen, but 
varies more or less in accordance with the fluctua- 
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tions in the blood of the mother. In cases with 
nephropathy the non-protein nitrogen content was 
strikingly high, particularly in the child. No cor- 
respondence between the non-protein nitrogen con- 
tent and the serum protein concentration in the 
blood of the mother or child could be ascertained. 
In cases in which the mother had taken peptone 
before the delivery the non-protein nitrogen content 
of her blood was somewhat increased, but the values 
were nevertheless higher in the child, at least in the 
blood of the umbilical arteries. In a specially cited 
case in which the non-protein nitrogen content of 
the mother’s blood was considerably raised (So mgm. 
per too c.cm.) it was found that the non-protein 
nitrogen value in the fetal blood was still higher 
(84 mgm. per 100 c.cm.). 

Investigations of the xanthoprotein values in the 
serum of the mother and child were made in forty- 
five cases. 

In all of the cases the xanthoprotein values were 
considerably higher in the child than in the mother 
at the time of delivery. The difference between the 
two, which was usually constant whether the 
mother’s values fell or rose, was quite large, as a 
rule amounting to a good third of the xanthoprotein 
value in the serum of the mother. In the umbilical 
arteries the xanthoprotein values of the blood serum 
were usually a little higher than in the umbilical 
vein. Cases with nephropathy exhibited compara- 
tively high xanthoprotein values in the mother, but 
not in the fetus. No agreement between the xantho- 
protein values of serum of the mother and child 
and the non-protein nitrogen values of the cor- 
responding blood specimens could be demonstrated 
with certainty. 

These results are surprising as heretofore the xan- 
thoprotein as well as the indican reaction has generally 
been regarded as an index of retention in the blood 
of foetid products of intestinal putrefaction produced 
by bacterial decomposition of the intestinal contents. 
According to this theory very low values would be 
expected in the blood of the child as under normal 
conditions no bacterial process of putrefaction takes 
place in the fetal intestine before delivery. The 
discovery by the author of considerably higher 
xanthoprotein values in the blood serum of the fetus 
than in the blood serum of the mother indicates that, 
at least in the fetus, the substances giving the xantho- 
protein reaction may develop also without bacterial 
decomposition. That they pass from the mother’s 
blood to the blood of the fetus, in which the con- 
centration is higher, seems unlikely. More logical 
is the supposition that, like the non-protein nitrogen, 
they are formed in the fetus and then passed on to 
the mother. This theory is supported by the fact 
that the xanthoprotein values of the amniotic fluid 
are comparatively high, and that substances giving 
a xanthoprotein reaction are also present in the in- 
testinal tract of the fetus, as was demonstrated by 
the author in a number of experiments. 

Investigations of the creatinin content of the blood 
of the mother and child were made in twenty-six 


cases. However, the first five of these cases were in 
a class by themselves as the parturients were given 
injections of from o.5 to 1.5 gm. of creatinin, which 
greatly increased the creatinin content of their 
blood. In the blood of the child the creatinin content 
showed no definite increase within the first half 
hour, but after a longer time (about two hours) it 
was greatly increased although it was still lower than 


‘in the blood of the mother. 


In the remaining twenty-one cases the creatinin 
content in the blood of the child was regularly 
higher than that of the blood of the mother. On the 
whole, the difference remained constant so that if 
the creatinin content of the blood rose in the mother, 
a corresponding rise was found in the child. In the 
blood of the umbilical arteries the values were usually 
a little higher than in the blood of the umbilical vein. 
The progress of parturition appears to have an effect 
on the creatinin content as cases in which the pa- 
tient had been in strong labor for some time often 
showed higher creatinin values than those in which 
labor had been brief, probably because the creatinin 
content is influenced by muscular exertion. More- 
over, there appeared to be a certain connection be- 
tween the amount of creatinin and of non-protein 
nitrogen in the blood, as cases in which the creatinin 
content was high in both mother and child frequently 
presented increased non-protein nitrogen values also. 

Investigations of the uric acid in the blood of the 
mother and child were made in forty-one cases. The 
first four cases were classified by themselves as the 
women were given injections of from 0.5 to 1 gm. 
of monosodium muriaticum, which caused an in- 
crease of uric acid in their blood in from ten to 
fifteen minutes after the injection. In the blood of 
the child no unmistakable increase could be ascer- 
tained in the course of this length of time or even 
after half an hour. In one case in which delivery 
took place two hours after the injection the uric 
acid values in both mother and child were high, 
though they were higher in the blood of the mother 
than in that of the child. 

In the remaining thirty-seven cases the results 
differed essentially from those of the non-protein 
nitrogen, xanthoprotein, and creatinin investiga- 
tions. In the latter, the values in the blood of the 
child were regularly higher than those in the blood 
of the mother, but this was not true of the uric 
acid values. 

In some cases the uric acid values were the same 
in the mother and the child, whereas in others they 
were lower in the blood of the child than in the 
blood of the mother, particularly when the absolute 
values were high, and in some they were higher in 
the blood of the child than in that of the mother. 

In cases of nephropathy the uric acid values were 
greatly increased in the blood of the mother but not 
in that of the child, making the difference between 
the two very great. When the uric acid values in 
the blood of primipare and multipare were com- 
pared, it was found that the mean value in the former 
was somewhat higher than the mean value in the 
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latter. This was true also of the substances studied 
in the cther examinations. When the uric acid values 
were compared with the corresponding non-protein 
nitrogen values, a certain agreement appeared to 
exist, cases with a high uric acid curve often exhibit- 
ing an increase in the non-protein nitrogen values 
as well. 

Investigations of the concentration of amino acids 
in the blood of the mother and child were made in 
thirteen cases. In accordance with what has to 
some extent been known from the literature, the 
investigation showed that the amino-acid content 
of the blood of the child is much higher than that of 
the blood of the mother. In one case with a particu- 
larly high value in the fetal blood the child showed 
evidences of asphyxia at birth. There did not appear 
to be any certain agreement between the amino 
acid and non-protein nitrogen values. However, the 
amino acids are to some extent in a special class 
because, unlike other non-protein nitrogen sub- 
stances, they are not to be regarded as waste prod- 
ucts of protein metabolism. 


Theobald, G. W.: The Albuminuria of Pregnancy. 
Lancet, 1931, ccxxi, 948. 


It is well known that some apparently healthy 
men (and presumably women) pass albumin in their 
urine in demonstrable amounts, that diet, cold baths, 
and exercise may provoke albuminuria, and that 
severe exercise may be associated with the passage 
of blood and granular and hyaline casts. 

In 1908, Jehle suggested that orthostatic albu- 
minuria is caused by lordosis, and it soon became 
evident that in many children and some adults 
albuminuria can be provoked by keeping them, 
while sitting or standing, in the position of lordosis. 

The author attempted to determine whether the 
albuminuria of pregnancy can be explained on a 
mechanical basis. His work was done on human 
subjects and dogs in various conditions of lordosis, 
and on human subjects in the Walcher position. 
From the results he drew the following conclusions: 

1. The position of lordosis causes dogs to pass 
albumin in the urine secreted by both kidneys, and 
is associated with a pressure of from 10 to 12 mm. Hg 
in the inferior vena cava. 

2. Because of the peculiarities of the renal circula- 
tion, the kidney permits the escape of albumin if the 
pressure in the proximal end of the renal vein be 
raised by only from 3 to 4 mm. Hg. However, if 
the increase of pressure in this vein is considerable 
and continuous, collateral circulation will develop 
and the albumin will disappear from the urine. 

3. The modified Walcher position almost always 
provokes the passage of albumin in the urine. 

_ 4. Walcher’s position may cause sugar to appear 
in the urine even when albumin is absent. On one 
occasion it caused acetonuria. 

5. Red blood corpuscles may be found in the 
urine of patients after they have lain in Walcher’s 
position, but casts have not been seen. It is certain, 
however, that even the slightest degree of venous 
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congestion in the kidney may cause the passage of 
hyaline and granular casts, providing the congestion 
is maintained for a suflicient length of time. 

6. A mild exaggeration of the normal curvature 
of the spine in women during the last few weeks of 
pregnancy may cause the passage of albumin in the 
urine. 

7. Aslow respiration rate in the standing position 
provokes albuminuria. 

8. The albuminuria associated with pregnancy 
can be accounted for by mechanical factors, chief 
of which are the lordosis, the decrease in thoracic 
capacity associated with the latter months of preg- 
nancy, and the weight of the uterus. The lordosis 
alters the diameter of the inferior vena cava and 
affects the flow of blood. A full stomach and a 
loaded colon may press on the inferior vena cava 
and be pressed by the uterus when the woman lies 
in the recumbent position. ‘The onset of the albumi- 
nuria is probably determined by the diet. 

Cartes F. DuBors, M.D. 


Pye-Smith, E. J.: An Investigation into the Part 
Played by Maternal Syphilis in the Causation 
of Fetal and Infant Death and the Effects of 
Antenatal Treatment. J. Obsi. & Gynec. Brit. 
Emp., 1931, XXxviii, 578. 

In an average group of pregnant women the in- 
cidence of syphilis was found to be probably less 
than 2 per cent. Abortion was not especially com- 
mon among the syphilitic women. Syphilis does the 
most harm in the latter months of pregnancy and 
the early months of postnatal life. The results of 
antisyphilitic treatment are rather encouraging. 
Even one injection of novarsenobillon resulted in a 
considerable saving of fetal and infant life. Of a 
series of cases cited, a positive Wassermann reaction 
became negative after one course of treatment in 
45.83 per cent and after two, three, or four courses 
of treatment in 76.46 per cent. 

ABRAHAM A. BRAUER, M.D. 


Blair, M.: A Conservative Treatment of Incomplete 
Abortion. Canadian M. Ass. J., 1931, XXV, 570. 


This report is based on forty-one cases of abortion 
treated at the Vancouver, B. C. General Hospital 
during a period of six months. In all of the ten cases 
of complete abortion convalescence was uneventful. 

The general principles governing the treatment of 
abortion are the same as those governing the treat- 
ment of an open wound. Except in the presence of 
serious hemorrhages, the chief general indications 
are complete bed rest and the application of an ice 
bag to the lower part of the abdomen. In some cases, 
elevation of the foot of the bed and, if bleeding oc- 
curs, the use of 0.5 to 1 c.cm. of obstetrical pitui- 
trin may be advisable. Fluids should be pushed, 
a well-rounded diet should be given, the bowels 
should be kept open, and the movements should be 
kept soft. Hamorrhage must be dealt with appro- 
priately. In the cases reviewed, uterine and vaginal 
packing was not employed. Its routine use is con- 
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sidered poor practice. The administration of oxy- 
toxics, while possibly sometimes beneficial, is 
unsatisfactory as a method of completely emptying 
the partially emptied uterus and only partially 
satisfactory in the control of bleeding. 

In cases of incomplete abortion the patient should 
be placed on an examining table as soon as possible, 
a vaginal speculum inserted, and, under complete 
asepsis, whatever fragment of the products of gesta- 
tion that lie in the vagina or are accessible in the 
cervix should be gently lifted away. Such frag- 
ments may not be expelled even when they are 
relatively free. 

The author has found that self-induced abortions 
brought about by drugs, exhaustion, or other 
agencies cause little or no more trouble than acci- 
dental abortions. As a rule infection occurs pri- 
marily, not in the uterus, but in its contents. This 
was evidenced by the very much higher incidence of 
infection in cases of so-called incomplete abortion as 
compared with those of complete abortion. In 
answering the question as to why every uterus 
should not be emptied at once by curettage the 
author states that the gestation products remaining 
may be infected before we can act and if such is 
the case the body has already established a protec- 
tive zone; no radical procedure can be instituted 
without trauma of some degree which decreases the 
organic defense; no form of radical removal of the 
remaining products of gestation is certain to be 
thorough and complete; and any intra-uterine pro- 
cedure at such a time might carry bacteria into a 
uterus heretofore uninfected. 

Blair has found the intravenous administration 
of fluids of value in the treatment of abortion. He 
prefers small infusions of 500 c.cm. or less given 
more frequently to larger amounts. In serious cases 
transfusions are of great benefit. In these also Blair 
gives amounts of 500 c.cm. or less. 

In cases of infection, remarkable regression of the 
symptoms has followed the use of scarlet fever 
antitoxin. This treatment was suggested by findings 
indicating that hemolytic streptococci are the 
active agents in the majority of puerperal infections. 
The scarlet fever streptococcus is now thought to be 
a hemolytic organism. Having noted no advantage 
in the intravenous administration of the antitoxin 
as compared with its intramuscular administration, 
the author now gives it entirely by intramuscular 
injection. Urticarial rash may be controlled with 
adrenalin. Other reactions may be expected, but 
are only temporary. The author gives a medium- 
sized dose. Goopricu C. ScHAUFFLER, M.D. 


LABOR AND ITS COMPLICATIONS 


Tassovatz, S.: Dystocia Resulting from an Accu- 
mulation of Adipose Tissue in the Pelvis 
(Dystocie par accumulation particuliére de tissu 
graisseux dans le petit bassin). Gynéc. ef obst., 1931, 
XXxiv, 139. 

Tassovatz reports a case of prolongation of labor 
in a tertipara due to a deposit of adipose tissue which 


covered the walls of the pelvis. The pad of fat 
prevented descent of the head so that dilatation of 
the cervix was completed before the head could 
become engaged. Spontaneous birth took place 
after labor for twelve hours and twenty minutes. 
The infant weighed 4 kgm. and was normal. 

Postpartum examination of the mother showed 
that the accumulation of fat completely covered the 
walls of the bony pelvis, making it impossible to 
palpate bony prominences. The patient, a waitress 
addicted to alcohol, was of moderate height and 
showed normal bony development, but was very 
obese and had extensive fat deposits throughout the 
body. The only similar case recorded in the litera- 
ture was reported by Sellheim. 

Tassovatz is of the opinion that the condition 
described is a more common factor in dystocia than 
is commonly recognized. He believes it is not an 
infrequent cause of intra-uterine death of the fetus. 
He advises that women presenting this condition be 
brought to the hospital for confinement as occasion- 
ally cesarean section may be indicated. 

The cause of the unusual distribution of fat is not 
known. Tassovatz believes that in his case the 
chronic alcoholism may have been a factor. 

Haroip C. Mack, M.D. 


Cornell, E. L.: The Conduct of Labor in the Dys- 
tocia-Dystrophia Syndrome Patient.  Surg., 
Gynec. & Obst., 1931, liii, 707. 

The ideal management of the patient with the 
dystocia-dystrophia syndrome consists in placing 
her in the hospital when labor begins and never in- 
ducing labor by mechanical means even in the pres- 
ence of toxemia of pregnancy. While it is true that 
mechanical induction may sometimes have a favor- 
able result, this is rarely the case. When the patient 
enters the hospital in labor everything possible 
should be done to keep up her morale while she is 
given a test of labor. The author usually adminis- 
ters 14 gr. of morphine as soon as she presents evi- 
dence of becoming tired. This is followed by a rectal 
instillation of ether and ro gr. of quinine as recom- 
mended by Gwathmey. If no progress has been 
made after from eighteen to twenty-four hours of 
labor with relatively good contractions, he resorts 
almost invariably to low cervical cesarean section. 
During trial labor he makes only a limited number 
of rectal examinations and no vaginal examinations. 

The patient must be watched carefully for the ap- 
pearance of Bandl’s ring, tetany, or thinning of the 
lower segment of the uterus. On the appearance of 
any of these signs, labor should be terminated. If 
the patient presents a moderate or severe grade of 
toxemia of pregnancy and proper medical treatment 
for this condition has not been successful, it is ad- 
visable to terminate the labor by cesarean section 
if the child is viable. Women with eclampsia do not 
do well under the Stroganoff treatment as the labor 
factor is present and cannot be overcome. 

In the cases of young borderline patients the 
author gives a test of labor provided he believes 
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that the baby weighs from 8 to 8! lb. If progress 
is not satisfactory, he performs a cesarean section. 

After having witnessed the stormy recovery and 
listened to the complaints of women of this type for 
months after delivery on several occasions, the 
author has come to the conclusion that he would 
rather decline to undertake the management of such 
cases if he could not resort to caesarean section when 
labor is not normal. 


Kurig, H.: Results of Caesarean Section in Con- 
taminated Cases at the Bonn Clinic in the 
Period from 1912 to 1928 (Ueber den Ausgang der 
unreinen Kaiserschnittoperationen in der Bonner 
Klinik aus den Jahren 1912-1928). 1930: Bonn, 
Dissertation. 


The material reviewed included a series of 426 
cesarean sections which were done in 18,185 
deliveries. The incidence of cwsarean section in this 
series was therefore 2.8 per cent. Of the 238 con- 
taminated cases, death of the mother occurred in 34 
(14.29 per cent) and death of the child in 22 (9.24 
per cent). Of the clean cases, death of the mother 
occurred in 6 (3.1 per cent) and death of the child 
in 7 (3.7 per cent). Of 414 cases, death of the 
mother occurred in 41 (9.9 per cent) and death of 
the child in 29 (7 per cent). Of the contaminated 
cases, morbidity occurred in 71 but terminated in 
recovery. The morbidity quickly increased with the 
time elapsing after rupture of the membranes. It 
was greatest in the cases in which the temperature 
at the time of the operation was between 37.5 and 
37.9 degrees C. The mortality was highest in the 
cases in which internal examinations were made. 

The indication for the cawsarean section was con- 
tracted pelvis in 174 cases, placenta previa in 25, 
eclampsia in 18, tumor in 15, premature separation 
of the placenta in 3, transverse position of the 
placenta in 1, threatened rupture of the uterus in 2, 
premature rupture of the membranes in 2, atony in 
3, prolapse of the cord in 2, peritonitis in 1, myocar- 
dial degeneration in 1, and a moribund state in 1. 
In eclampsia the operation must be performed in the 
pre-eclamptic stage as otherwise the results are poor 
for both the mother and the child. 

The intraperitoneal operation was performed in 
163 of the cases reviewed, the extraperitoneal opera- 
tion in 28, and the Porro operation in 41. The 
mortality was lowest in the cases in which the 
extraperitoneal operation was done. 

The cause of death was peritonitis in 14 cases, 
eclampsia in 6, postoperative pneumonia in 3, 
placenta previa in 3, atony in 3, hemorrhage into 
the vertebral canal after lumbar anesthesia in 1, 
cardiac insufficiency in 2, paralytic ileus in 1, and 
brain lues in 1. KRaAvsE (G). 


Cheval, M.: Indications and Techniques of Episiot- 
omy (Indications et techniques de l’épisiotomie). 
Bruxelles-méd., 1931, Xi, 1324. 

The author urges more extended use of episiotomy 
to prevent over-distention of the perineal muscula- 
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ture and subsequent prolapse of the genital tract. 
His argument is based on the well-known frequency 
of perineal relaxation after childbirth, whether or 
not the skin and vaginal mucosa have been lacerated. 

Episiotomy was first performed by Ould in 1742. 
Michaelis employed a posterior median incision sys- 
tematically, believing it preferable to a tear. Tarnier 
used a mediolateral incision carried to one or both 
sides of the anus. Both incisions are inadequate and 
subject to extension by tearing into a dangerous 
zone. The various lateral incisions which have been 
proposed (Demelin, Eichelberg, Dubois, Joulin, 
Schultz, and Scanzoni) preserve the skin and vaginal 
mucosa from tears, but fail to prevent attenuation 
of the perineal muscles. 

In the technique used by the author the incision 
is made only when the presenting part has distended 
the perineum. With scissors, a horizonal section is 
made to the right toward the ischium, starting from 
the junction of the middle and lower thirds of the 
labia majora. This includes the skin, muscles, 
fascia, and vaginal mucosa and is made sufficiently 
deep to prevent laceration at the moment of delivery. 
Cheval believes it is better to err by excess than by 
parsimony. The operative wound is closed with 
interrupted silkworm sutures introduced only from 
the skin surface and sufficiently inclusive to assure 
approximation of the deep structures. No suture is 
passed through the vaginal mucous membrane 
where the wound will be brought together when the 
sutures have been tied. 

The results of this operation have been excellent 
although in 3 per cent of cases some degree of 
atrophy of the bulbocavernosus muscle occurred. 

Episiotomy is indicated whenever the fetus can- 
not be delivered without marked distention of the 
pelvic floor and as a preliminary to all operative 
procedures conducted from below. 

ALBERT F. Dr Groat, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Reeb, M.: Late Postpartum Hemorrhage (A propos 
des hémorragies tardives des suites de couches). 
Bull. Soc. d’obst. et de gynéc. de Par., 1931, XX, 651. 


Of 12,763 obstetrical cases treated at the Stras- 
bourg clinic in a period of ten years, late postpartum 
hemorrhage occurred in 23. In 1g of the latter the 
uterus contained placental fragments, and in 4 only 
necrotic débris and fibrin. In 12 cases the puer- 
perium was afebrile, but in 11 there were evidences 
of postpartum infection prior to the onset of the 
hemorrhage. Digital removal of the retained secun- 
dines was done in 20 cases. Curettage was performed 
only 8 times. The postoperative period was afebrile 
in 9 cases. With the exception of 1 patient who 
succumbed following hysterectomy after 2 unsuccess- 
ful attempts at digital removal of the retained frag- 
ments, all of the women with fever recovered. 

Reeb concludes that the treatment described still 
remains the procedure of choice in all cases of re- 
tained secundines. Careful digital removal followed, 
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if necessary, by gentle curettage will usually con- 
serve the uterus and the life of the mother. Hyster- 
ectomy may subsequently be indicated if hamor- 
rhage recurs after curettage or if the septic state 
becomes progressive. Immediate hysterectomy may 
be indicated if the infection is particularly severe 
and if the placental fragments adhere as in placenta 
accreta. It is almost always impossible to determine 
the prognosis at the time of removal of retained 
placental fragments. The prognosis depends upon 
2 factors, the virulence of the infecting organisms 
and the resistance of the terrain. If circumstances 
permit, it is often desirable to postpone operative 
interference and depend upon medical treatment. 
The prognosis improves as the time following de- 
livery becomes greater. 

The prophylaxis of placental retention deserves 
more attention. Expectant treatment of the third 
stage will usually permit complete expulsion of the 
intact placenta. Pituitary extracts may be indicated 
if the uterine contractions are insufficient. The pla- 
centa should be inspected carefully after expulsion. 
If there is any doubt as to its integrity, digital ex- 
amination of the uterine cavity should be done. 
Hysterectomy at the earliest possible moment is 
indicated in cases of puerperal sepsis accompanied 
by hemorrhage which endangers the life of the pa- 
tient after medical treatment and intra-uterine 
operations have failed. Harorp C. Mack, M.D. 


NEWBORN 


Mayou, M. S.: Ophthalmia Neonatorum. Brit. M. 
J., 1931, ii, 973. 

Of 218 children under eighteen years of age in a 
school for the blind, 20.6 per cent are blind from 
ophthalmia neonatorum. The author believes that 
the incidence of this condition may be reduced by 
proper teaching and training of midwives and 
medical students. He reviews the anatomy and 
histology of the conjunctiva in normal infants and 
in those suffering from ophthalmia neonatorum. 
He has found the gonococcus in from 60 to 65 per 
cent of cases of ophthalmia neonatorum. The 
streptococcus produces more severe inflammation 
than the gonococcus and frequently causes perfora- 
tion and panophthalmitis. In about 10 per cent of 
the cases studied no organisms except perhaps the 
staphylococcus albus could be found in the dis- 
charge. Immunity to the gonococcus is extremely 
difficult to produce although many case histories 
show that local immunity is very probable. 

In September, 1918, St. Margaret’s Hospital with 
60 beds for cases of ophthalmia neonatorum was 
opened in London. The author gives a rather de- 
tailed description of the arrangement of the wards. 
The average age at which the infants are admitted 
is three weeks. The first procedure after the patient’s 
admission is the study of a smear. If the gonococcus 
is found the patient is placed in the gonorrhoeal 
ward. In about 60 per cent of the cases admitted 
the smears are positive. In doubtful cases the 


patient is put in an isolation ward, a smear prepara- 
tion is taken on three or four successive days, and 
cultures are made. If the smears are negative on 
three successive days the patient is put in the 
“negative ward.” A 1:10 solution of ersol has been 
found to be the best lotion. The next best is a 
solution of boric acid and sodium bicarbonate. The 
lotion is used every hour when the discharge is pro- 
fuse, every two hours when it is less profuse, and 
every three hours when it is slight. After treatment 
with the lotion the conjunctival sac is filled with a 
1:1,500 solution of acriflavine in castor oil. The 
author has found that silver applications are of 
little value in the early stages of the disease and 
believes that the use of silver nitrate for prophy- 
lactic treatment is inadvisable as it may damage the 
cornea. He recommends acriflavine oil or protargol. 
He usually dismisses the patient after all signs of 
discharge have been absent for a week. The mother 
is instructed to bring the child back if she notices 
any return of the discharge. About ro per cent of 
the patients have developed a recurrence. The recur- 
rence is seldom severe. The author emphasizes the 
importance of maintaining the general health by 
proper feeding and general hygienic measures. He 
has found a striking contrast between breast-fed 
and artificially fed infants. He has noted also that 
the infants fare far better in the winter than in the 
summer. 

When the cornea is affected it becomes hazy or 
ulcerated. Corneal ulcers are of 3 types: puncture 
ulcers, large ulcers with considerable infiltration of 
the cornea, and sloughing ulcers involving the entire 
cornea. The author does not operate for corneal 
nebulz unless there is some nystagmus. 

Of 350 infants with ophthalmia neonatorum, 
gonorrhoeal arthritis occurred in only t. 

H. Davis, M.D. 


MISCELLANEOUS 


Browne, O’D.: The Relation Between Blood Extra- 
vasation and Albuminuria. J. Obst. & Gynec. 
Brit. Emp., 1931, Xxxvili, 525. 

The author presents twenty-eight case histories to 
show the cause-and-effect relationship between re- 
tained hemorrhage and albuminuria. The variations 
in the albuminuria appeared to be related, not to the 
amount of blood lost, but to the rapidity and facility 
with which the toxic products were absorbed. The 
average length of time before the appearance of the 
albuminuria after the haemorrhage was four and a 
half hours. In women who gave a history suggestive 
of toxemia in previous pregnancies the rate of 
development and the severity of the albuminuria 
appeared to be increased. 

As a rule the albumin completely disappeared 
from the urine within twenty-six hours, but in one 
case with chronic nephritis a trace persisted until the 
eighth day. When the kidneys were healthy and the 
extravasation was checked or speedily removed, 
the albuminuria ceased within two or three hours. 
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Blood which is extravasated and becomes altered 
by clotting and direct contact with the tissues 
liberates a toxic substance which, when resorbed, 
produces endothelial damage. The latent period 
before the development or increase of albuminuria 
must therefore depend either on the rate of pro- 
duction or the rate of resorption of the toxin. It is 
possible also that in cases of repeated pregnancies 
with recurrent toxemia some form of increased 
sensitivity to the hemorrhagic toxin may be 
present. This would explain the greater incidence of 
complications in the cases of multipare. 

When the blood can escape freely from the lower 
segment of the uterus through the vagina, as in 
placenta previa, albuminuria is rare, whereas when 
the blood is retained in the uterine cavity or in the 
cellular tissues, even for a short time, albuminuria 
almost invariably results. 

Cuartes F. DuBots, M.D. 


Lewit, I. L.: The Question of Chorionepithelioma 
(Zur Frage ueber das Chorionepitheliom). Arch. f. 
Gynaek., 1931, cxlv, 738. 

Lewit reports three cases of chorionepithelioma. 
The first was that of a twenty-four-year-old woman 
in her second pregnancy. In the fourth month of the 
pregnancy cesarean section was done and the tumor 
cleaned out. One and a half years later the uterus 
was removed because of advanced chorionepithe- 
lioma, and six months later a kidney was removed 
because of metastases. Autopsy disclosed metastases 
in the brain, lungs, liver, intestines, and muscles. 
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In the second case also the development of the 
chorionepithelioma was preceded by a normal preg- 
nancy. After six weeks of persistent bleeding the 
uterus was evacuated. A month later curettage was 
performed because of renewed bleeding and decidual 
tissue was found. After two and a half months tis- 
sue was again removed from the enlarged uterus, 
but was not examined. After a month the uterus 
corresponded in size to a pregnancy of five months. 
At bimanual examination a piece of tissue was re- 
moved which on microscopic examination proved to 
be chorionepithelioma. Death occurred twenty-four 
hours later. Autopsy showed advanced chorion- 
epithelioma of the uterus with metastases in the 
tubes, lungs, liver, kidney, spleen, and adrenals. 

In the third case, that of a woman twenty-three 
years of age, a spontaneous abortion had occurred 
and was followed by curettage. Two months later 
the patient was again pregnant. In the third month 
of pregnancy she was delivered of a chorionepithe- 
lioma. Two months of persistent bleeding and weak- 
ness were followed by curettage with the removal of 
polypoid masses. On examination, the tissue showed 
elements of chorion in the form of Langhans cells 
infiltrating the necrotic hyaline decidua. Regenerat- 
ing uterine mucosa was nowhere to be seen. Later 
the patient had a normal pregnancy. 

The difficulty of making a histological diagnosis 
is emphasized and the pregnancy reaction is recom- 
mended on the kasis of experience of others. Surgery 
is the most effective treatment. 

Ropert MEYER (G) 
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ADRENAL, KIDNEY, AND URETER 


Rowntree, L. G., Greene, C. H., Ball, R. G., Swingle, 
W. W., and Pfiffner, J. J.: The Treatment of 
Addison’s Disease with Cortical Hormone of 
Suprarenal Gland. J. Am. M. Ass., 1931, xcvii, 


1440. 


The preparation of an extract of the suprarenal 
cortex that would maintain the life of completely 
suprarenalectomized cats indefinitely was announced 
by Swingle and Pfifiner in March, 1930. The Mayo 
Clinic was permitted to test this product clinically. 

Before presenting the results, the authors state 
that the supply of the hormone has been meager, the 
shipments have been irregular, and after pre- 
liminary treatment in Rochester the patients have 
returned to their homes in various parts of the 
country. The histories of the first seven cases seen at 
the Clinic have been presented in earlier reports. 
Only the subsequent developments in these cases are 
reported here. 

The response of the majority of patients to the 
treatment is striking. The nausea and vomiting 
stop, the appetite returns, and there is an increase 
in weight and strength. The pigmentation decreases, 
and the patient regains a sense of both physical and 
mental vigor and well being. The blood pressure 
may increase slightly, but for the most part this is a 
response to increased activity and not a specific 
effect of the cortical extract. Almost all of the 
patients who received adequate treatment made this 
type of response, although there has been con- 
siderable variation in the behavior of individual 
patients. The cases are divided into five groups. 
They are numbered consecutively, but those which 
have been reported before are designated. 

In Group 1 there was one case, Case 1 (the 
fifteenth case in the authors’ experience, not re- 
ported before). The patient did not do well even 
though he was apparently given adequate treatment. 
In Group 2 there were two cases, Case 2 (the 
thirteenth case in the authors’ experience, not re- 
ported before), and Case 3 (the sixteenth case in the 
authors’ experience, not reported before). The two 
patients in this group were in a moribund condition 
and died before adequate treatment could be ad- 
ministered. In Group 3 there were five cases, Case 4 
(the tenth case in the authors’ experience, not re- 
ported before), Case 5 (the second case in the 
authors’ experience, reported before), and Cases 6, 7, 
and 8 (the eighth, eleventh, and seventeenth cases in 
the authors’ experience, not reported before). The 
five patients made a partial response to treatment 
while at the Clinic, but have required nearly con- 
tinuous treatment with the cortical hormone since 
their dismissal. In Group 4 there were three cases, 


Case 9 (the first case in the authors’ experience, 
reported before), Case 1o (the sixth case in the 
authors’ experience, reported before), and Case 11 
(the third case in the authors’ experience, reported 
before). These patients made an excellent response 
while they were at the Clinic, but did not continue 
the treatment and died in crisis without a further 
adequate course of therapy with the cortical 
hormone. In Group 5 there were nine cases, Case 12 
(the ninth case in the authors’ experience, not re- 
ported before), Case 13 (the twelfth case in the 
authors’ experience, not reported before, Case 14 
(the fourteenth case in the authors’ experience, not 
reported before), and Cases 15, 16, 17, 18, 19, and 20 
(respectively, the fourth, fifth, and seventh cases of 
the authors’ experience, reported before, and the 
eighteenth, nineteenth and twentieth cases of the 
authors’ experience, not reported before). The nine 
patients in this group made a good response to treat- 
ment while they were at the Clinic and have done 
well since their dismissal. 


Jona, J. L.: Pyeloscopy; A Further Contribution to 
the Experimental Study of the Contractions of 
the Kidney Pelvis. Surg., Gynec. & Obst., 1931, 
lili, 644. 

Jona says that the calyces and pelvis of the kidney 
constitute a muscular collecting mechanism for the 
urine secreted by the kidney and brought down by 
the collecting tubules. The urine collected in the 
calyces is passed by contraction of the calyces 
through communicating channels to the body of the 
pelvis. During the systole of the calyx the corre- 
sponding communicating channel relaxes and at the 
end of the systole it contracts. When the three 
calyces have completed their systole the body of 
the pelvis which, during the systole has been 
relaxing to accommodate the urine passed in from 
the calyces, contracts with a snap-like action con- 
stituting the “ventricle of the pelvis.” 

The contraction of the calyces apparently begins 
at the attachment around the bases of the pyramids. 
At the moment of maximal contraction the lumen of 
each of the two upper communicating channels be- 
comes quite obliterated, while during the systole of 
the ventricle the communicating channel between 
the lower calyx and the body of the pelvis often 
remains more or less patent. Any great degree of 
regurgitation is prevented because the first part of 
the ventricle to contract during its systole is the 
part in relation to the communicating channel and 
because the lower calyx is more or less completely 
contracted, being at the end of its systole, when the 
ventricle commences its systole. As the uppermost 
communicating channel is commonly much longer 
and narrower than the others, spasm with consequent 
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dysfunction and pain may be set up much more 
readily in this portion. Quite often the symptoms of 
pyelitis occurring intermittently over long periods 
are found on pyeloscopic examination to be due to 
some form of dysfunction and are relieved by a 
single dose of morphine, eserine, pituitrin, or flavine. 

The author reports studies made on medium-sized 
dogs under anwsthesia of the effects of various 
drugs on the blood pressure, kidney volume, and 
contractions of the kidney pelvis. The drugs were 
quinine, aspirin, caffeine, sodium citrate, pituitrin, 
eserine, atropine, adrenalin, histamin, acriflavine, 
and mercurochrome. 

Quinine produced a fall in the blood pressure with 
a slight effect on the kidney vessels, but definite 
relaxation of the pelvis of the kidney with lengthen- 
ing of the interval between the peristaltic waves of 
the pelvis. The peristaltic waves persisted even 
when the animal died. 

Aspirin caused a slight fall in the blood pressure, 
no apparent effect on the kidney vessels, and a slight 
relaxation of the kidney pelvis with an increase in 
amplitude of the rhythmic contractions. In man,a 
general slowing of the peristaltic waves is seen when 
the pelvis contracts vigorously and quickly. 

Caffeine produced a slight rise in the blood pres- 
sure. The kidney volume remained practically 
unaltered, but the kidney pelvis shows a definite 
sustained contraction with a marked increase in 
the amplitude of the peristaltic waves. This effect 
was more marked after a dose of 14 gr. than after a 
dose of 4 gr. and disappeared after the injection of 
quinine. 

Sodium citrate produced a slight vasodilatation 
with a fall in the blood pressure but a definite sus- 
tained contraction of the kidney pelvis with in- 
creased amplitude of the peristaltic waves. The 
contraction of the pelvis was maintained for a much 
longer period when the vagi were cut after the in- 
jection of the citrate. 

Pituitrin caused contraction of the pelvis of the 
kidney and acceleration of the peristaltic waves in 
the pelvis and down the ureter. The usual effect on 
the blood pressure was noted. 

Eserine caused contraction of the kidney pelvis. 

Atropine sometimes apparently produced a con- 
traction, but this may have been due to the release 
of some pressor action. Its chief action seemed to 
be the cutting out of vagal control. 

Adrenalin caused a steady contraction of the 
pelvis coming on long after the blood pressure had 
reached its maximum and lasting long after the 
blood pressure had returned to normal. 

Histamin produced a fall in the blood pressure 
often associated with a passive or secondary con- 
striction of the kidney vessels and relaxation of the 
kidney pelvis. Numerous tracings showed that the 
two latter phenomena were quite independent of 
each other. 

Acriflavine (5 c.cm. of a 2 per cent solution) pro- 
duced a tracing practically identical with that pro- 
duced by 0.003 gm. of histamin. 
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Mercurochrome (15 c.cm. of a 5 per cent solution) 
produced a tracing practically identical with that 
caused by 0.003 gm. of histamin. 

The tracings obtained after section of the vagi or 
the injection of atropine suggested that the vagus 
exerts an inhibitory action on the contractility of 
the musculature of the kidney pelvis. 

In conclusion the author says that the demon- 
stration of the action of various drugs on the tone, 
contraction, relaxation, and rhythmic activity of 
the kidney pelvis and its parts opens up many pos- 
sibilities. T'wo drugs in particular stand out, sodium 
citrate and caffeine. The diuretic action of citrates 
has been believed due in large measure to the hy- 
dremic plethora induced, while the action of caffe- 
ine has been attributed to some obscure action on 
the secreting cells of the kidney. While these the- 
ories may still be regarded as correct, the direct 
action on the musculature of the collecting system 
from the pyramids to the ureter with a milking 
effect may be a quite important factor in determin- 
ing the diuretic action of these drugs. Moreover, the 
action of drugs which induce or stimulate peristalsis 
or facilitate emptying of the renal pelvis by contrac- 
tion of the pelvis (such as pituitrin or eserine), by 
increasing the peristaltic waves (such as caffeine and 
sodium citrate), or by inducing relaxation in some 
part of the collecting system musculature of the col- 
lecting system which is in a condition of spasm and 
ensuring uninterrupted peristalsis with free outtlow 
of urine (such as histamin, mercurochrome, and 
acriflavine) must be decidedly beneficial in cases in 
which there is backworking or stagnation of urine 
in the collecting system. The very definite and 
marked effect of histamin raises many questions 
regarding the pathology of renal pain. 


Hanner, J. P., and Whipple, G. H.: The Elimina- 
tion of Phenolsulphonphthalein by the Kidney: 
The Influence of Pathological Changes in the 
Liver. Arch. Int. Med., 1931, xlviii, 598. 


In experiments carried out on dogs the authors 
found that when necrosis of the liver was produced 
by chloroform poisoning the elimination of phenol- 
sulphonphthalein by the normal kidney rose from 
the normal level of from 75 to 78 per cent to from 
go to 98 per cent, and with repair of the hepatic 
injury it returned to normal. Phosphorus poisoning 
caused a similar but less striking reaction. A definite 
increase in the renal elimination of the dye was noted 
also after experimental biliary obstruction. 

After hepatic injury caused by chloroform the 
liver did not remove the phenolsulphonphthalein 
from the blood and did not excrete it in the bile, 
whereas the normal dog liver removes a large quan- 
tity of the dye from the blood and within two hours 
excretes in the bile about 10 per cent of the dye 
injected. A chronic biliary fistula or an Eck fistula 
decreases the excretion of the dye in the bile and 
causes a corresponding rise in the excretion of the 
dye in the urine. There was no evidence that a 
cholagogue increased the elimination of phenol- 
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sulphonphthalein by way of the bile in either the 
normal dog or the dog with a biliary fistula. 

Phenolsulphonphthalein given by mouth is ab- 
sorbed and re-appears in the urine only in quantities 
equal to from 3 to 5 per cent of the amount adminis- 
tered. Therefore duodenal resorption of the dye 
excreted in the bile is negligible. 

From their own findings and the observations of 
others the authors conclude that the elimination of 
phenolsulphonphthalein by the liver and kidney 
under the conditions cited is the same in the dog and 
man. Clinically, an unusually high renal elimination 
of phenolsulphonphthalein should suggest changes 
in the liver. Combined renal and hepatic disease 
calls for caution in the interpretation of renal elimi- 
nation of the dye. D. Hotmes, M.D. 


Cengiarotti, G. B., and Nalin, E.: Uronephrosis 
and Tuberculous Infection (Uronefrosi e con- 
tagio tubercolare). Amn. ital. di chir., 1931, xX, 1069. 


The authors’ experiments were based on the 
hypothesis that when tubercle bacilli attack one 
kidney they acquire a specific pathogenicity for 
renal tissue which enables them to attack the other 
kidney more easily. Considerable work has been 
done with regard to the specificity of nephrotoxins, 
but the results have been somewhat contradictory. 
In the authors’ experiments uronephrosis was 
produced in rabbits by interrupting the continuity 
of one of the ureters under morphine-ether narcosis. 
After recovery, the animals and the urine were 
weighed and later the animals were inoculated sub- 
cutaneously in the interscapular region with an 
emulsion of caseous lymph glands in physiological 
salt solution. Following the operation on the ureter 
the animals showed no sign of discomfort, but after 
the inoculation they gradually developed cachexia 
and most of them died from miliary tuberculosis 
within sixty days, regardless of the length of time 
that had elapsed since the operation. The urinary 
findings were constant. At first there was anuria of 
brief duration. This was followed by a mild hama- 
turia and albuminuria which disappeared within 
from four to eight days. 

Necropsy revealed in all of the animals a large 
zone of caseous infiltration at the site of the inocula- 
tion and swelling of the surrounding lymph glands. 
The body cavities and all of the organs were sown 
with miliary tubercles. 

The authors conclude that the uronephritic kidney 
is soon affected by the virus of tuberculosis whereas 
the compensatorily hypertrophied kidney resists the 
infection at first and becomes involved only when 
the toxic products of the primarily involved kidney 
are sufficient to affect it through the circulation. 

A. E. Tart, M.D. 


Marion, G., and Abrami, P.: Infection in Kidney 
Calculus (L’infection dans les calculs du rein). 

J. durol. méd. et chir., 1931, Xxxil, 252. 
In some cases of renal lithiasis with infection the 
calculus is primary and the infection secondary, but 
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in others the infection is primary and the formation 
of the calculus is secondary. Infection that causes 
alkalinity of the urine brings about the precipitation 
of ammonium and magnesium phosphates. This is 
true particularly of infection due to the staphy- 
lococcus, Friedlaender’s pneumobacillus, and bacil- 
lus proteus. However, the colon bacillus, which 
affects the acidity of the urine very little, some- 
— causes the formation of calcium oxalate crys- 
tals. 

The infection is not always overcome by removal 
of the calculi; in some cases it persists and leads to 
recurrent stone formation. After pyelotomy, recur- 
rence develops in 1.7 per cent of cases without in- 
fection, and in 7.5 per cent of cases with infection. 
After nephrotomy, the incidence of recurrence in 
infected cases may be as high as 41 per cent. This 
difference is due to the fact that pyelotomy is per- 
formed for small calculi that do not affect the kidney 
so much as the calculi for which nephrotomy is done. 

The condition caused by calculi with infection 
may be calculous pyelitis, calculous hydropyoneph- 
rosis, or pyonephrosis, and the calculi associated 
with infection may be of any of the varieties seen in 
renal lithiasias without infection. 

On the basis of the symptoms, cases of renal cal- 
culus with infection are of two types. In cases of one 
type the symptoms are the same as those occurring 
in cases without infection—pain in the kidney and 
more or less hamaturia. However, the hematuria is 
usually prolonged, like that of pyelonephritis. In 
the cases of the other type, the symptoms are those 
of pyelonephritis, sometimes acute, with chills, fever, 
and a poor general condition, and sometimes a 
torpid pyuria, suggesting ordinary chronic pyelo- 
nephritis or tuberculosis of the kidney. Sometimes 
an infected calculus causes acute signs for a while 
and then becomes practically latent for years. 

The diagnosis can be made by roentgenography. 
A roentgen examination should be made not only in 
cases with signs of calculus, but also in cases of 
pyuria with or without fever in which tuberculosis 
cannot be demonstrated. If possible, the nature of 
the infection causing the condition should also be 
determined. 

Infected calculi are associated with great danger 
of destruction of the kidney. Therefore they should 
be removed if possible. However, as the infection 
makes operation more serious and favors recurrence 
of the stones and as a kidney containing an infected 
calculus may function for years if it is properly cared 
for, bilateral cases with insufficient kidney function 
and latent cases should be treated medically. If a 
latent calculus has destroyed one kidney and the 
other kidney is normal, nephrectomy may be per- 
formed. Surgical interference is indicated also if the 
calculus can be readily removed by pyelotomy or if 
serious symptoms do not yield to medical treatment. 
If recurrent calculi can be removed by pyelotomy, 
the operation should be supplemented by drainage 
of the kidney to overcome the infection and prevent 
another recurrence. If recurrent calculi would re- 
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quire nephrotomy for their removal, they should be 
left alone. 

In many cases it is advisable to practice auto- 
vaccination, leave a ureteral sound in place for a few 


. days, and irrigate the renal pelvis before operation. 


After the operation the drainage should be con- 
tinued for several months. The only effective 
method of antisepsis is lavage of the renal pelvis. 
The diet should be such as will keep the urine acid. 
Mineral waters should be used in moderation and 
continuously. Aubrey Goss Morcan, M.D. 


Nicholson, G. W.: An Embryonic Tumor of the 
Kidney in a Fetus. J. Path. & Bacteriol., 1931, 
XXXIV, 7II. 

Nicholson reports a kidney tumor in a fetus in 
which the structure of the developing organ was 
retained to an unusual extent. 

The neoplasm involved the left kidney and was 6 
cm. in diameter. The kidney was displaced caudad 
and was flattened over the dorsal aspect of the 
posterior quadrant of the tumor. The capsule of the 
kidney continued over the tumor. 

On section of the neoplasm, tubules of two types 
and glomeruli in all stages of development were seen. 
The latter were true glomeruli and quite distinct 
from tubules of various kinds and shapes more or 
less invaginated by areolar tissue or cellular paren- 
chyma, the pseudoglomeruli. 

The capsule consisted of a thin layer of fibrous 
tissue with many atrophic glomeruli. It represented 
compressed renal cortex. ANnpREW McNALLy, M.D. 


BLADDER, URETHRA, AND PENIS 


Ouglev, R.: Gangrene of the Bladder (La gangréne 
vésicale). J. d’urol. méd. et chir., 1931, xxxii, 120. 


The author states that in many of the 167 cases of 
gangrene of the bladder recorded in the literature up 
to 1922 the cause was the action of a chemical sub- 
stance introduced intentionally for therapeutic pur- 
poses or accidentally in the course of maneuvers to 
cause abortion. He cites instances of the injection of 
vinegar, ammonia, pyroligneous acid, a saturated 
solution of sodium chloride, potassium permanga- 
nate, and soap solution. The more concentrated the 
solution and the greater the quantity injected, the 
more marked the necrosis. 

Gangrene of the bladder may be caused also by 
incarceration of the bladder by the pregnant uterus. 
This usually occurs between the third and fifth 
months of pregnancy and is followed by retention of 
urine. In 1910, O'Neill collected 68 cases. Infection, 
usually caused by the colon bacillus, must play a 
part. 

Ina third group of cases the condition is caused by 
the retention of a large quantity of urine due to some 
obstacle, a tear, stricture of urethra caused by a 
calculus, hypertrophy of the prostate, a myoma, 
vaginismus, hematometritis, a pessary, extra- 
uterine pregnancy, a vaginal tampon, or an opera- 
tion for uterine cancer. 
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In a fourth group are cases with persistent 
phenomena of cystitis in the absence of a mechanical 
obstacle to urination, which must be attributed to 
infection. 

Besides these 4 groups there are cases in which the 
condition develops after typhus, pneumonia, trau- 
matism of the pelvis and the spine, the evacuation of 
abscesses into the bladder cavity, dysentery, and 
irradiation therapy. 

Gangrene of the bladder occurs most frequently in 
persons of middle age. In the old and the young it is 
rare. It is more frequent in women than in men. It 
varies in degree. It is a complication of already 
existing cystitis and, except in cases in which it is 
caused by the injection of an irritating substance, 
retention of urine is an important factor in its de- 
velopment. Retention demands intervention, usu- 
ally catheterization, and the latter often causes 
infection and destruction of the bladder wall. 
Hematuria occurs. The most definite sign of the 
condition is the expulsion of fragments of mucosa 
through the urethra. Before the expulsion of the 
necrotic fragments the urine has a foetid odor. 

In some cases the capacity and function of the 
bladder are completely restored. In cases of gan- 
grene caused by retroflexion of the uterus the preg- 
nancy is not interrupted and delivery takes place at 
term. In cases of moderate severity, recovery may 
begin in the first year in spite of complications, but 
complete restoration to normal is not realized. In 
cases in which the pathological process is extensive 
and deep the bladder is replaced by a sort of re- 
ceptacle formed of connective tissue. This condition 
leads to chronic cystitis, tenesmus, urinary in- 
continence, and disease of the ureters and kidneys. 

Of chief importance in the treatment is early 
diagnosis. In cases of pregnancy with retroflexion 
of the uterus it is necessary to restore the uterus to 
its normal position. When, in the cases of women, 
the mucosa has been entirely expelled, it is best to 
leave a sound in place and to wash the bladder with 
a small quantity of a disinfecting solution such as 
boric acid, potassium permanganate, or oxycyanide 
of mercury. In cases in which the mucosa has been 
only partially expelled the sound cannot be left in 
place, but washing the bladder by means of a large 
sound may be attempted several times daily. If this 
fails, one may dilate the urethra, resect the vesico- 
vaginal wall, or make an infrapubic fistula which will 
permit examination of the bladder and expulsion of 
the mucosa. When the diagnosis is definite but the 
mucosa has not been expelled, the procedure must be 
determined by the course of the disease. 

In the male, the elimination of fragments of 
mucosa is less common than in the female. In 
severe cases circumscribed peritonitis and septica- 
mia develop and life can be saved only by making an 
infrapubic fistula. The prognosis is more favorable 
for females than males. 

The author reports four cases in detail. Two of 
the patients were children fourteen and three years 
of age. PACE. 
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Pfahler, G. E.: The Roentgen Rays and Radium in 
the Diagnosis and Treatment of Carcinoma of 
the Bladder. Surg., Gynec. & Obst., 1931, liii, 680. 

In the roentgen diagnosis of tumors of the bladder 
Pfahler has found pneumocystography of great 
value. Before he injects the air he makes an anterior 
and a posterior roentgenogram of the bladder region 
in order to demonstrate any opaque calculus that 
may be present and any localized collection of gas in 
the rectum or colon which might be confusing in the 
interpretation of the pneumocystogram. Residual 
urine should be withdrawn as a soft tumor cannot be 
demonstrated if it is surrounded by fluid. Occa- 
sionally complete removal of the urine is impossible, 
but if under these circumstances the patient is 
examined anteriorly and posteriorly after the in- 
jection of the air one of the positions will show the 
tumor surrounded by air. Air embolism has never 
occurred in the author’s cases. Generally, the 
anterior view gives more information than the 
posterior view, but both views are essential. 

By this means Pfahler has demonstrated several 
hundred bladder tumors and has failed to demon- 
strate only one. It is possible to determine the size, 
position, outline, and degree of infiltration of the 
tumor. The roentgenogram shows not only the 
filling defect, but also the flexibility or lack of dis- 
tensibility of the bladder wall. The serious sign of 
malignancy is infiltration. The bladder wall which 
is infiltrated by malignancy cannot be distended. 
The procedure gives information of value in the 
choice of the method of treatment to be followed. 
The presence of malignancy cannot always be deter- 
mined definitely, but in the case of a patient over 
thirty-five years of age a large tumor with a broad 
infiltrating base is probably malignant. If the tumor 
is small or multiple, pedunculated, and not infiltrat- 
ing (the bladder distending smoothly and evenly in 
all directions), it is probably benign. 

All bladder tumors are potentially malignant and 
should be removed by destruction, electrocoagula- 
tion, thermocauterization, excision, radium irradia- 
tion, roentgen irradiation, or some combination of 
these methods. 

Irradiation may be applied in various way, but no 
method is as yet satisfactory. The procedures em- 
ployed are as follows: 

1. The application of unscreened radium directly 
with a cystoscope. This is used for small tumors and 
tumors at the neck of the bladder. 

2. The implantation of seeds of glass or gold 
directly into the base of the tumor by means of the 
cystoscope or by suprapubic operation. This is 
suitable only for small tumors. 

3. Deep roentgen therapy following excision. 

4. The implantation of removable radium needles 
after destruction by electrocoagulation. The author 
used this procedure for a time for large inoperable 
tumors, but has abandoned it. 

5. The implantation of radium seeds into the base 
of the growth after the prominent tumor has been 
snared away through a suprapubic cystotomy. 
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6. Deep roentgen therapy of the primary tumor, 
The author regards this as the most satisfactory 
method, especially for inoperable tumors and as a 
preliminary to operation. 

7. Electrocoagulation followed by the packing of 
highly filtered radium capsules against the base of 
the tumor. The author greatly favors this procedure. 

Pfahler’s experience includes eighty-three cases 
of advanced, large, inoperable carcinomata of the 
bladder. The average age of the patients was fifty- 
seven years, and the average duration of the disease 
fifteen and three-tenths months. The prostate was 
involved by the primary bladder tumor in five cases. 
While a five-year recovery was obtained in only 15.3 
per cent of the cases, temporary recovery resulted in 
a greater number. The author believes that the 
insertion of radium needles can be replaced to 
advantage by highly filtered radium units in the 
form of small packs within the bladder. Encouraging 
results have been obtained from irradiation alone as 
such treatment relieves the pain and hemorrhage. 

Louis Neuwe tt, M.D. 


Folsom, A. I.: The Female Urethra—Clinical and 
Pathological Study. J. Am. M. Ass., 1931, xevii, 
1345. 


Inflammation of the female urethra is manifested 
clinically by bladder irritation, a frequent desire to 
void, and burning and pain on urination. The au- 
thor cites three illustrative cases. The condition 
often has its origin in an attack of gonorrhoea, but 
the author believes it is frequently the result of 
some other infection reaching the urethra from the 
vulva and vagina or perhaps a distant focus. 

The two chief pathological characteristics of 
chronic inflammation of the female urethra are nar- 
rowing of the urethral lumen from the cicatricial 
contraction of the periurethral tissue and well- 
defined changes in the mucous membrane covering 
the proximal half of the urethra and particularly 
the part covering the sphincter. The caliber of the 
normal female urethra is from 30 to 32 F. In cases 
of urethritis it is often reduced to from 20 to 22 F., 
sometimes to 18 F., and occasionally to a degree 
resulting in complete retention. ‘The early change in 
the mucosa is an intense engorgement. This is fol- 
lowed by the formation of definite granulation tis- 
sue. The granular urethritis frequently extends 
over the sphincter and into the bladder mucosa 
around the internal vesical opening. The small 
groups of granules can be definitely seen with the 
use of the McCarthy panendoscope. In addition 
there may be small clusters of cysts of pinhead size 
grouped frequently in little lines running longitu- 
dinally along the mucosal folds. The contents of 
some of the cysts are brown or golden, giving the 
area a yellowish tinge. In a more advanced stage 
well-defined polypoid masses are seen hanging from 
the circumference of the sphincter. These vary in 
size and shape rather widely. Some are sessile, 
others are pedunculated, and others show the char- 
acteristics of papillary fronds floating in the irrigat- 
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ing fluid. In nearly all of these masses a distinct 
vascular loop is apparent as the central structure. 

During an acute flare-up the whole surface of the 
urethra is intensely red and small punctate spots 
extruding shreds of mucus and pus are seen. The 
bladder mucosa may also be inflamed, either diffusely 
or in discrete patchy areas. 

The minute lesions of the early stages may be 
overlooked if a search is made for them only while 
the cystoscope is being withdrawn as the tug of the 
mucosa on the shaft of the instrument tends to 
smooth out the mucosa and thereby obscure them. 
If, after the window has been withdrawn into the 
lumen of the urethra, the cystoscope is gently 
pushed back into the bladder the small masses will 
be plainly visible. 

As the irritation from the urethra may be trans- 
ferred to a sympathetic nerve reflex, the pain may 
be attributed to the ovaries or tubes. In some cases 
the pain and bladder irritation have led to pelvic 
exploration and various pelvic operations which 
have failed to give relief. An illustrative case is 
cited. The author believes that many pelvic opera- 
tions would be avoided if gynecologists bore in mind 
the fact that the urethra may cause not only the 
symptoms of cystitis, but also pain and discomfort 
in and around the pelvis. 

In Folsom’s opinion, many cases of so-called 
stricture of the ureter have been relieved, not by 
the dilatation of the ureter, but by the dilatation of 
the urethra resulting from the passage of the cysto- 
scope. 

Histological and pathological studies have « a 
that the papillary masses have many rudimen.. 
gland-like structures and some of them have well- 
developed gland structures. These findings suggest 
that the masses themselves are adenomatous papil- 
lary structures and not mucous cysts or simply 
fibrous polyps. In many urethre examination has 


Cystoscopic views showing masses and their arrange- 
ment in a clinical case. 


revealed a very definite group of tubular glands lo- 
cated around and opening into the posterior por- 
tion which, when infected, show all of the various 
changes presented by the prostatic ducts and tu- 
bules of the male. Folsom concludes that these 
infected glands are the cause of the various patho- 
logical conditions seen in the female urethra. He 
believes that as a result of the long-continued in- 
flammatory changes together with oedema of the 
mucous membrane of this portion of the urethra, 
stretching of the inelastic tissues occurs with the 
formation of papillary structures. If this theory is 
correct, the masses are inflammatory rather than 
neoplastic formations. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Sacerdote, G.: The Consequences of Interruption 
of the Circulation and of Fracture of the Epiph- 
yses in Growing Animals (Sulle consequenze di 
interruzioni circolatorie e di fratture nelle epifisi di 
animali in accrescimento). Chir. d. organi di movi- 
mento, 1931, XVi, 291. 


The author reports three series of experiments 
carried out on growing dogs to determine the effect 
of interruption of the circulation in the epiphyses of 
the metatarsals. ; 

In the first series, simple interruption of the circu- 
lation was brought about by circular section of the 
periosteum at the neck of the metatarsal. In the 
second series, a fragment of osteocartilage was sepa- 
rated from the head of the metatarsal and immedi- 
ately replaced. In the third series, the two lesions 
were combined by causing an intra-articular frac- 
ture and simultaneously interrupting the epiphyseal 
circulation. 

After circular section of the periosteum at the neck 
of the metatarsal complete necrosis of the bone and 
medulla occurred, but the articular cartilage re- 
mained normal and early reparative processes led to 
perfect regeneration of the structure of the epiphysis. 

Separation and immediate reposition of a frag- 
ment of osteocartilage in the epiphysis without in- 
terruption of the circulation caused necrosis of the 
medulla and of the fragment of bone, but this was 
followed by perfect regeneration from the normal 
tissues of the epiphysis. 

Intra-articular fracture combined with interrup- 
tion of the circulation of the epiphysis was followed 
by general fatty degeneration of the interior of the 
epiphysis associated with inspissation of the peri- 
articular tissues and serious deformity of the head 
of the metatarsal. A. E. Tart, M.D. 


Dale, T.: Unusual Forms of Familial Osteochon- 
drodystrophy. Acta radiol., 1931, xii, 337. 

The author reports three cases of familial osteo- 
chondrodystrophy. Two of the cases were those of 
a sister and brother and one was that of a man who 
had a brother with the same condition. The disease 
is characterized by dwarfism, pigeon breast, and 
kyphosis of the spine, but the extremities are notice- 
ably long and well developed. The most important 
skeletal changes are defective ossification of the 
bodies of the vertebra with kyphosis and scoliosis, 
defective development of the epiphysis of the head 
of the femur, widening of the acetabulum, and minor 
changes in the shoulder and knee joints suggesting 
a local malacia. Two of the author’s cases presented 
also defective development of the epiphyseal centers 


in the distal end of the forearm and in the meta- 
carpals. 

In comparing his cases with those reported by 
Morquio, Ruggles, and Brailsford, Dale found a con- 
siderable difference in the skeletal changes in the 
extremities. He states that there is a considerable 
difference also between familial osteochondrodys- 
trophy and chondrodystrophy. He suggests that 
familial osteochondrodystrophy is due to abnormal 
functioning of the endocrine glands and is intermedi- 
ate between achondroplasia and the local malacias. 


Lasserre, C.: Hypertrophic Osteopathies (Les 
ostéopathies hypertrophiantes). Rev. d’orthop., 1931, 
XViii, 457. 

Hypertrophic osteopathies are defined by the 
author as chronic and usually systematized changes 
in bone affecting chiefly the compact or spongy tis- 
sue and leading to peripheral proliferations in the 
form of hyperostoses or periosteal new bone. 

Among the craniofacial hypertrophies is leontiasis 
ossea. Osteo-arthropathies of pulmonary origin are 
grouped with acromegaliac periosteal hypertrophy. 

Paget’s disease is described as a progressive oste- 
opathy characterized by hypertrophy which involves 
most of the skeleton and particularly the long bones 
and skull. There are two clinical forms, the gen- 
eralized and the monosseous. The condition is of 
surgical interest chiefly because of the occurrence 
of pathological fractures. Bony healing may occur. 
In some cases death of bone and sarcomatous change 
result. Lasserre has made anatomical, roentgeno- 
logical, and histological studies of the changes in the 
skull, vertebra, and long bones. 

In discussing the craniofacial hypertrophic oste- 
opathies, the author cites sixty cases of leontiasis 
ossea which he found in the literature. Three types 
of the condition are recognized: (1) extensive diffuse 
craniofacial periostitis, (2) diffuse fibrous cranio- 
facial periostitis, and (3) a localized form of the 
fibrous type. 

Lasserre next takes up Marie’s disease (acromeg- 
aly) and the condition described by Leri in 1922, 
an eburnated hyperostosis running down the length 
of the compacta of a long bone like the wick of a 
candle. He cites especially the case of the latter con- 
dition which was reported by Putti. 

In discussing the differential diagnosis, the author 
considers especially syphilis. As physicochemical 
theories of these forms of hypertrophic osteopathy, 
especially theories based on calcium and phosphorus 
determinations, are unsatisfactory, he suggests that 
all of these forms may be of definitely infectious 
origin. 

In most of these conditions the methods of treat- 
ment so far employed have been unsuccessful. For 
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the pathological fractures of Paget’s disease, Las- 
serre recommends mercurial or other anti-syphilitic 
medication or calcium gluconate. Such fractures 
very seldom require operation. 

KELLocc SpEED, M.D. 


Launay, C.: A Contribution to the Clinical and 
Biological Study of Charcot’s Disease and Its 
Atypical Forms (Contribution 4 l'étude clinique 
et biologique de la maladie de Charcot et de ses 
formes anormales). Abst. Thesis of Paris. Presse 
méd., Par., 1931, XXXiX, 1422. 

This thesis is based on forty cases of amyotrophic 
lateral sclerosis studied at the Neurological Clinic of 
the Salpétriére Hospital. 

Relatively frequently early signs of the condition 
are vasomotor disturbances of the extremities. Cer- 
tain forms of Charcot’s disease for a long time clin- 
ically resemble pseudobulbar paralysis with diffuse 
pyramidal extension resulting in a tendency toward 
spasmodic laughter and crying, labioglossopharyn- 
geal paralysis, progressive muscular atrophy, and 
fibrillary movements. 

The author reviews the lateral scleroses secondary 
to syphilis, lethargic encephalitis, and toxic infec- 
tions and discusses their relationship to Charcot’s 
disease. He states that the lesions produced by an 
infectious disease are combined scleroses which, 
though sometimes causing symptoms similar to 
those of Charcot’s disease, do not follow the rigidly 
fixed anatomical and clinical formula of thelatter con- 
dition. Charcot’s disease is characterized by a reg- 
ular progressive evolution, a fatal outcome in a few 
years, and the absence of an apparent cause. 

In conclusion the author says that his biological 
research has resulted only in establishing the differ- 
ences between Charcot’s disease and the infectious 
scleroses. M.D. 


Brunschwig, A., and Jung, A.: Experimental Re- 
search on Purulent Arthritis Caused by Staph- 
ylotoxins (Recherche expérimentale sur l’arthrite 
purulente par staphylotoxines). Rev. de chir., Par., 
1931, 1, 521. 

The development of aseptic purulent arthritis in 
the course of infectious diseases has been definitely 
demonstrated. Bacterial toxins have been held re- 
sponsible, but it has not been determined whether 
the staphylococcus is toxin forming or what lesions 
the toxin alone will produce in the joints. 

While it is believed at the present time that cer- 
tain filtrates of cultures of staphylococci may be 
toxic, it is not generally believed that the staphylo- 
coccus is able to produce a true exotoxin. Injec- 
tions into the blood stream of filtrates of cultures 
from cases of acute staphylococcic osteomyelitis 
failed to produce osseous lesions, whereas intra- 
dermal injections of filtrates of bouillon cultures of 
staphylococci obtained from furuncles and anthrax 
pustules caused large areas of necrosis. 

The purpose of the authors’ investigations was to 
show that there is a staphylococcic toxin capable, 


by its own action, of producing the lesions frequently 
observed in human disease and formerly attributed 
to the pathogenic bacterium alone. The experiments 
reported in this article were carried out with an 
attenuated non-hemolytic staphylococcus obtained 
from a man afflicted with furuncles. The organism 
had been cultivated for ten years in gelatin. To ob- 
tain the toxin, too-c.cm. flasks of simple bouillon 
with a pH of from 6.8 to 7.2 were inoculated with 
the organism and after the cultures had been kept 
in the incubator for seven days they were cen- 
trifugalized and filtered through a Chamberland L3 
filter, the sterility of the filtrate was determined, and 
the clear filtrates were placed on ice. 

The experiments were carried out on twenty-seven 
rabbits from seven to eight weeks old. In the first 
group of experiments injections of the filtrate were 
made into the ear veins of three rabbits and into the 
right knee of two rabbits. Of the rabbits receiving 
an injection into the ear vein, one developed swelling 
of the knee with staphylococcic pus; one, multiple 
abscesses of the liver and an abscess in the left kid- 
ney, but no joint lesions; and one died within twenty- 
four hours but at necropsy presented no macroscopic 
lesions in either the organs or the joints. In the cases 
of the rabbits receiving an injection into the right 
knee, examination of the knee at necropsy seven and 
sixteen days later disclosed oedema, a mucopurulent 
effusion, and a thickened, gray, and friable synovial 
membrane. The articular cartilage was macroscopi- 
cally normal. 

A second series of experiments showed the fatally 
toxic effect of large intravenous doses of the filtrate. 
Intravenous injections of small doses had no un- 
toward effect. 

A third series of experiments, in which intradermal 
injections were given, demonstrated that the filtrate 
did not contain substances capable of causing skin 
necrosis. 

In a fourth series of experiments it was found that 
the filtrate injected directly into the knee could 
cause an aseptic purulent arthritis whereas the bouil- 
lon alone did not have this effect. The process of 
aseptic inflammation was confined to the synovia 
alone. The articular cartilage became somewhat 
dull, but showed no lesions. The authors ascribe the 
absence of cartilaginous lesions to the attenuation of 
the culture used. They believe that because of this 
attenuation the leucocyte destruction was not marked 
and did not free the large quantities of ferments 
necessary to cause disintegration of cartilage. 

A fifth series of experiments showed that the toxic 
principle of the filtrate is relatively resistant to heat. 
The leucocidine described by Vandervelde is a ther- 
molabile substance capable of profoundly altering 
the leucocytes, whereas the toxic principle in the 
authors’ filtrate is thermostabile and causes an effu- 
sion which contains intact leucocytes. The authors 
believe that a true exotoxin may exist in certain 
cases of staphylococcic infection, and they hope to 
find an efficient autostaphylococcic serum. 

KELLOGG SPEED, M.D. 
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Nowicki, S.: Experimental Arthritis Deformans 
Produced by Infection (Arthrite déformante ex- 
périmentale provoquée par infection). Chir. clin. 
Polonica, 1931, ii, I. 

Following the injection of a forty-eight-hour cul- 
ture of staphylococcus aureus suspended in olive oil 
into the femoral artery of two dogs, a slow avirulent 
infection developed in the femoral epiphysis below 
the cartilage. The destruction of cartilage and the 
mushrooming of the epiphysis with focal necrosis 
were entirely identical with the lesions of arthritis 
deformans observed in man. The changes were fol- 
lowed by roentgen examination and the dogs sacri- 
ficed at the end of six and twenty-four months re- 
spectively for histological study. 

From the histological picture it was impossible to 
determine whether the necrosis of bone was of infec- 
tious or other nature. The necrotic part of the bone 
may remain connected with the diaphysis for a long 
time. In the author’s opinion, such lesions are due 
to an attenuated infectious process rather than to 
aseptic emboli as was suggested by Axhausen. 

Geza DE Takats, M.D. 


Haas, S. L.: The Union of Grafts of Live and of 
Preserved Fascia with Muscle: A Comparative 
Study. Arch. Surg., 1931, xxiii, 571. 

In a series of dogs the author resected a portion 
of one of the hamstring muscles together with its 
accompanying tendon and repaired the defect with 
a piece of dog fascia which had been preserved in 
alcohol. The results were compared with those 
obtained in a similar series of dogs in which live 
(unpreserved) fascia was used. The dogs were killed 
from twenty-two to sixty-three days after the opera- 
tion. The findings are summarized as follows: 

Dead, preserved fascia lata united with muscle 
just as rapidly and as firmly as live fascia lata. The 
union of both dead and live fascia depended mainly 
on the ingrowth of the endomysium and perimysium. 
The muscle cells appeared to be transformed into 
elements of fibrous tissue and to aid in the uniting 
process. There was evidence that the preserved 
fascia lost some of its elasticity and caused more 
reaction in the surrounding tissue than live fascia. 

The author concludes that dead preserved fascia 
may be used clinically for union with a muscle, but 
he believes it is advisable to employ live fascia if 
possible because the latter appears to be trans- 
formed into tendinous tissue more readily. 

Cnester C. Guy, M.D. 


Willis, T. A.: The Separate Neural Arch. J. Bone & 
Joint Surg., 1931, xiii, 709. 

It is generally agreed that spondylolisthesis is 
caused by a break in the continuity of the bony 
neural arch between the superior and inferior articu- 
lar processes of the last lumbar vertebra. Local in- 
flammation, injury, lack of fusion of anomalous 
centers of growth, and defective ossification of the 
cartilaginous arch are suggested as causes for the 
break. After a study of 1,520 human skeletons, of 


which 79 (more than 5 per cent) showed separate 
neural arches, the author concludes that the defect 
is a skeletal anomaly. Separations of the laminar 
processes were found at 7 different points. The 
majority were between the superior and inferior 
articular processes, the stability of the lumbosacral 
joints depending on fibrous union. Several of the 
skeletons with defects of the neural arch showed 
beveling of the adjacent surfaces of the last lumbar 
or first sacral vertebra from displacement. 

The possible action of inflammation in the pro- 
duction of the lesion may be ignored. Trauma 
undoubtedly plays a secondary réle, but fracture is 
not an etiological factor. While a bilateral fracture 
is conceivable, unilateral separation with close 
approximation of the fragments but no callus or lip- 
ping cannot be explained on a traumatic basis. A 
careful study of an articulated specimen and of 
numerous serial sections of embryos showed the 
process to belong to the group of anomalous ossifica- 
tions which includes bipartite patella, os trigonum, 
and os tibiale externum. Dissection of fetal spines 
showed the presence of a single center of ossification 
in each half of the neural arch, but disclosed also an 
intermediate stage of calcification prior to actual 
osteogenesis during which there appeared to be 2 
separate areas of dense bone in each half. A narrow 
isthmus was found between the centers in the spines 
examined, but might be absent in anomalous spines. 
The form of the lamina just distal to the superior 
articular process varies greatly, as does also the 
blood supply to this region. Since true ossification 
follows invasion by blood vessels, it is possible that 
division of the artery at this point accounts for the 
central defect and the 2 ossification centers. 

WALTER P. Biount, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Simon, H.: Treatment of Injuries of the Crucial 
Ligaments (Zur Therapie der Kreuzbandverletz- 
ungen). Beitr. s. klin. Chir., 1931, cliii, 128. 


Simon believes that permanent successful results 
from suturing of the crucial ligaments have not been 
realized. The majority of the operations have been 
done in the last five years. Few cases have been un- 
der observation longer than a year. Even when 
this short period is accepted as the criterion of 
permanency of results the complete cures are very 
few. At the end of that time the patient usually 
still complains of symptoms such as pain with 
changes in the weather, a painful sensation of ten- 
sion when he attempts marked flexion of the joint, 
of pain when he maintains the joint in the same posi- 
tion for a considerable length of time, and of a slight 
feeling of uncertainty when he climbs stairs. He is 
able to go about his work and even to engage to a 
certain extent in sports, but is always bothered by 
his injury. Such complaints were still made in thir- 
teen of the author’s cases at the end of two years. 
Only two patients could be regarded as completely 
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cured. Eight were markedly benefited and two were 

considerably benefited by the operation. One patient 

was operated upon only eight weeks before this re- 
rt was made. 

Of chief aid in the diagnosis is the roentgenogram. 
If this shows the shadow of a mass of bone which has 
been torn from one of the points of insertion, the 
diagnosis is certain. If it shows no abnormal shadow 
mass it should be examined for an indentation at the 
points of insertion. An indentation indicates that a 
mass of cartilage has been avulsed at that point. 
The chief clinical sign is subluxation of the tibia on 
the femur. In the author’s thirteen cases this was 
found six times. In two cases it was found without 
roentgen examination. Sometimes both clinical and 
roentgen findings are absent, the condition being 
manifested only by hydrops and inability to extend 
the joint completely. In such cases the ligament is 
seldom torn completely loose. In two cases in the 
author’s series only a portion of the anteromedial, 
upper bundle of fibers had separated. These were 
rolled up into a spherical mass. After the mass had 
been removed and the raw area thus produced had 
been sutured over, complete healing resulted in from 
seven to nine weeks. 

Payr’s medial S-shaped incision is recommended 
for the operation. When possible, the author uses 
the simple tucking suture of Pfab or the method of 
Gold in which a pedicled fascial strip is passed 
through a drill hole in the tibia and sutured to the 
point of insertion on the femur. The most conserva- 
tive method is that of Eickenburg for reconstruction 
of the posterior crucial ligament. In this procedure 
astrip of fascia lata is passed through a hole drilled 
in the tibia and then through a hole in the femur. 
Fascia lata has proved to be most reliable. The 
suturing is done with silk. Nailing and wiring are 
inadvisable. 

In five of the author’s cases the injury was due to 
sports, in four it was an occupational injury, and in 
five it was due to a transportation accident. At the 
time of operation the injuries were from one week to 
four years old. The roentgen findings were positive 
infive cases. The subluxation sign was present in six. 
In four cases the dislocation occurred in a forward 
direction and in two it was backward. In five cases 
the laceration of the crucial ligament was accom- 
panied by injury to the medial meniscus. The most 
frequent injury was avulsion of the anterior crucial 
ligament from its tibial attachment. In one case in 
which arthritis was present before the injury it was 
improved after the injury, but in another case of 
similar character it became worse. StTeTTINER (Z). 


Tréves: The Treatment of Congenital Equinovarus 
After the Second Year of Age (Traitement du 
pied bot varus équin congénital aprés deux ans). 
Rev. d’ ortho p., 1931, Xviii, 393. 

This article reviews the historical development of 
the treatment of congenital equinovarus. 

The treatment consists essentially in correction of 
the deformity and the displacement of the astragalus. 


The astragalus must be remodeled and re-aligned 
in spite of ligamentous, tendinous, and osseous 
obstacles. Orthopedists attempt to preserve it as 
much as possible. In the cases of young infants, 
operation is rarely indicated. Orthopedists usually 
correct the deformity by manipulation supplemented, 
if necessary, by a delayed minor surgical procedure 
which is generally subcutaneous. 

After about the second year of age the period of 
only relative irreducibility is passed; the astragalus 
extrudes from its normal position in the tarsus, often 
closely followed by the os calcis. Up to the age of 
eight years the deformity may still be considered as 
more cartilaginous than bony, and the foot may still 
be overcorrected without disturbing the joints. To 
narrow the astragalus and lower it beneath the tibial 
surface open operation is required. For the preven- 
tion of recurrence of the varus and supination, the 
removal of a wedge of tissue from the outer aspect 
may be advisable. 

After the seventh or eighth vear of age the sacri- 
fice of bone becomes necessary. When the amplitude 
of the movement of the tibiotarsal joint is satisfac- 
tory, double vertical osteotomy is preferable to 
arthrodesis, especially midtarsal arthrodesis. Par- 
ticularly in the cases of adults, complete astraga- 
lectomy is often necessary. 

The author reports in detail the cases of nine 
patients ranging in age from four to thirty-three 
years. KELLOGG SpEED, M.D. 


FRACTURES AND DISLOCATIONS 


Bloch, J. C., and Guihéneuc, O.: The Treatment 
of Recurrent Dislocation of the Shoulder by 
the Modified Oudard Operation (Du traitement 
de la luxation récidivante de l’épaule par l’opération 
de Oudard modifiée). J. de chir., 1931, Xxxviii, 333. 

Oudard’s operation, which consists essentially in 
the formation of a pre-articular block by lengthening 
the coracoid, has been eminently successful. 

The original technique published in 1924 called 
for a reversed L-shaped incision with resection of the 
deltoid muscle 1 cm. from the clavicle, transverse 
section of the coracoid process; opening of the joint 
by resection of the subscapular muscle and the joint 
capsule, and lowering of the extremity of the cora- 
coid process and of the muscles inserted into it. The 
subscapular muscle was shortened by plication, and 
a block formed by lengthening the coracoid process 
with the help of an interposed tibial transplant. 

In a technique proposed by Oudard in 1925, the 
tibial graft, which took a long time to heal, was re- 
placed by longitudinal splitting of the coracoid proc- 
ess and slipping down of one fragment on the other. 
In fifteen cases in which this method was used there 
was no recurrence. 

A third modification consisted in the use of an 
osteoperiosteal graft after longitudinal splitting of 
the coracoid process. 

The authors suggest a fourth technique. They be- 
lieve that resection of the deltoid muscle is unwise as 
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it leads to loss of abduction power in the arm. Con- 
sequently they use a Farabeuf shoulder incision. 
They omit the resection of the subscapular muscle 
and the capsullorrhaphy and, considering the 3- or 
4-cm. lengthening of the coracoid process obtained 
by splitting and sliding to be sufficient, they omit 
also the tibial graft. 

Four of the authors’ cases in which this operation 
for lengthening the coracoid process was done and 
twenty-eight similarly treated cases recorded in the 
French literature are reported briefly. 

KeELLocc Speep, M.D. 


Meyerding, H. W.: Fracture of the Humerus. 
Minnesota Med., 1931, xiv, 963. 


Meyerding favors conservative treatment of frac- 
tures and believes that excellent results are obtained 
by reduction and fixation when they are accom- 
plished before swelling and oedema occur. Never- 
theless he does not hesitate to perform open re- 
duction and internal fixation when conservative 
measures fail and when he encounters a fracture 
which requires these measures. 

For fractures of the humerus he recommends the 
Thomas-Murray splint as an emergency device. 
Following treatment, roentgenograms made at in- 
tervals of from two to three weeks are indicated to 
determine whether the position is satisfactory. How- 
ever, the physician should bear in mind that he is 
concerned primarily with the restoration of form 
and function rather than anatomical alignment. 

A factor in the success of any treatment of frac- 
tures of the humerus is the anatomical sense of the 
physician. The humerus is one of the most common 
sites of non-union. 

Unless great care is taken to prevent intrinsic and 
extrinsic pressure, Volkmann’s ischemic paralysis 
results. 

Fractures of the humerus are usually roughly di- 
vided into those of the upper end, those of the shaft, 
and those of the lower end. In fracture-dislocation 
of the upper part of the humerus the dislocation is 
sometimes unrecognized for months. In such cases 
permanent disability of the extremity results in 
spite of the most expert reconstructive surgery. 
Inspection, palpation, and roentgenography includ- 
ing both shoulders should be carried out whenever 
there is doubt. An attempt to reduce the dislocation 
should be made as soon as possible and always with 
anesthesia. 

Fractures of the anatomical neck are rare. They 
are usually of the impacted variety and occur in 
elderly persons. If the position is fair, a sling and 
rest for two or three weeks are all that is necessary, 

The common fractures of the surgical neck in- 
clude those that are below the tuberosities and in- 
volve the proximal fourth of the shaft. 

Fracture of the greater tuberosity is frequently 
complicated by subglenoid or anterior dislocation 
and results from direct violence or a shearing force. 

Fractures of the shaft caused by direct lateral 
force are usually transverse. Indirect transmission 


of force may cause oblique or spiral fractures, 
en often results from extreme muscular 
effort. 

Fracture of the lower end of the humerus may end 
in disastrous complications in spite of expert care, 
For successful results the physician must know the 
exact extent of the injury. 

The most common fractures of the lower end of 
the humerus are supracondylar. These are seen 
frequently in children. 

Fractures of the condyles and capitellum, if not 
displaced, require immobilization in splints or plaster 
for from two to four weeks. 

“T” and “Y” fractures and intercondylar and 
multiple fractures resulting from falls on the elbow 
often drive the olecranon up between the condyles 
and split the humerus. Moulding and traction with 
flexion are indicated. 

Non-union of the humerus requires the care of an 
expert bone surgeon who is accustomed to a tech- 
nique involving the use of many special instru- 
ments and exacting the utmost precautions for 
asepsis. 

Five cases observed at the Mayo Clinic are re- 
ported. The author concludes that fractures and dis- 
locations of the humerus should be immediately 
reduced and retained by apparatus which permits 
motion of joints and prevents ocdema and pain. 
Abduction traction splints are most serviceable. 
They are easily made and economical, and should 
always be available. In this age of serious accidents 
the condition of the patient may require first the use 
of measures to save life, but emergency traction by 
simple means during transportation and afterward 
is best. A knowledge of anatomy is indispensable as 
muscle pull, the conformation of the bone, and the 
distribution of the nerves must be taken into con- 
sideration. Conservative methods are favored, but 
when they fail, early operation is to be resorted to 
by one competent to do it. Active motion is to be 
encouraged and gently assisted by the physician 
when, in his judgment, it is safe. Passive forceful 
movement of stiff, painful joints is harmful. Frac- 
tures of the surgical neck and upper end of the 
humerus are not infrequently complicated by dis- 
location. Roentgen examination before reduction 
and during the course of treatment is urged. The 
possibility of injury to the circulation must always 
be borne in mind, especially in cases of fracture 
about the elbow. When marked swelling occurs, 
flexion should be avoided. Volkmann’s ischemic 
contracture may occur without the use of splints or 
cases. 


Schmieden, V.: Trauma and the Vertebral Column 
(Trauma und Wirbelsaeule). H. U nfallheilk.. 1931, 
1X, 4, 59. 


The most important injuries of the spine are frac- 
tures. The author discusses first fractures of the 
processes of the vertebra. The spinous processes 
may be broken off by direct force or by muscular 
traction. Occasionally there are very severe imme- 
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diate symptoms due to spinal cord concussion. 
Marked dislocation may be followed by the forma- 
tion of a pseudarthrosis or oblique coaptation. 
However, the fracture of a spinovs process never 
causes persistent symptoms which interfere with the 
ability to work. When incapacitating symptoms 
persist, operative treatment should be considered. 
As the operation is not severe and always promises 
good results, Schmieden believes it is the surgeon’s 
duty to operate. Compensation should not be allowed 
for more than half a year in the majority of cases 
or a year at the most. 

Of great importance are fractures of the transverse 
processes, which frequently are multiple and occur 
almost exclusively in the lumbar portion of the spine. 
These are seldom due to direct trauma. Their usual 
cause is muscular traction, as is evident from the 
fact that the dislocation is nearly always downward. 
Healing frequently takes place with pseudarthrosis 
formation. Subsequent symptoms are very rare. 
Almost always, full work may be resumed after two 
months. Compensation for more than from six to 
nine months does not appear to be justified. 

Isolated fracture of an articular process is rare. 

The vertebral arches may be fractured by direct 
force. When there is deep dislocation, severe cord 
symptoms appear. In such cases operation may give 
good results as often there is only mild compression 
instead of division of the cord. 

Of special importance are fractures of the verte- 
bral bodies. The most common and, at the same 

+ time, the mildest form is the isolated compression 
fracture of a vertebral body. Fractures of the ver- 
tebral bodies are usually firmly impacted and, even 
when associated with severe symptoms, not rarely 
afford good support. Therefore transportation of the 
patient is not very dangerous. In cases with lateral 
displacement in addition to angulation of the spinal 
axis conditions are different. According to Hau- 
mann, paralytic symptoms due to injury of the 
spinal cord or cauda equina are present in 94 per 
cent of the cases with involvement of the cervical 
spine, 49 per cent of those with involvement of the 
thoracic spine, and 42 per cent of those with in- 
volvement of the lumbar spine, and one-fifth of all 
fractures of the vertebral bodies are fatal. In cases 
with primary paralysis an unfavorable prognosis 
must not be given prematurely as the most severe 
paralysis may recede completely during the course 
of from three months to two years and in cases in 
which the condition remains unfavorable it is im- 
possible to determine the prognosis definitely, even 
by the most careful neurological examination, until 
after a few weeks have elapsed. The surgical treat- 
ment of these cases is today more conservative than 
formerly. While in a few cases with mild permanent 
compression of the cord operation may have de- 
cisive results, it is beneficial only when performed 
from three to six weeks after the fracture. Recently, 
myelography has aided greatly in establishing 
the indications for surgery. In some cases bone 
transplantation by the Henle-Albee method may 


be advisable to increase the strength of the fractured 
spine in the late stages. The treatment of vertebral 
fractures not associated with paralysis has been con- 
siderably advanced by the work of Magnus. Every 
effort should be made to prevent muscular relaxation 
and bone atrophy. After the fourth day the back 
should be massaged with the patient in the lateral 
position. After four weeks the patient may be al- 
lowed to sit up, and after the sixth week, to get up. 
By such treatment Magnus has been able to obtain 
complete restoration of the ability to work as early 
as six months after the injury in 14 per cent of his 
cases. According to Haumann, the average reduc- 
tion of the ability to work ranges from 40 to 60 per 
cent at the end of five months, from 20 to 40 per 
cent at the end of a year, and from to to 30 per cent 
at the end of two years. In many cases the per- 
manent compensation may be based on a disability 
of from to to 20 per cent. In contrast to Haumann’s 
cases are those treated according to the old method 
with the use of a plaster bed and a corset. In the 
latter there was disability of from 70 to 80 per cent 
after half a year and of from 40 to 50 per cent after 
a year. 

The author next discusses some unusual features 
of vertebral fractures. He states that the so-called 
“lifting fracture” of the fifth lumbar vertebra, to 
which frequent reference has been made in the liter- 
ature does not occur. He discusses also ‘“‘ Kuemmell’s 
disease’’ and the “vertebral insufficiency’ described 
by Schanz. He advises the strictest critical judg- 
ment and the most careful determination of the 
causes in all cases. He emphasizes that the existence 
of Kuemmell’s disease as a traumatic condition sai 
generis is being doubted more and more by critical 
investigators. In hospitals for traumatic injuries 
which offer correct primary treatment of injuries of 
the spine the disease is unknown. 

Uncomplicated dislocation of vertebra occurs al- 
most exclusively in the cervical portion. In three- 
fourths of all cases death occurs immediately or soon 
after the accident as the result of the high paralysis 
of the cord. Early recognition of the condition by 
means of good roentgenograms is essential even when 
the dislocation is slight. Because of the proximity 
of the spinal cord, proper treatment of the luxation 
is of the greatest importance. In the absence of cord 
symptoms, quick reduction of a definitely recognized 
luxation is followed by complete recovery with no 
loss of working capacity after a relatively short 
period of after-treatment. Attempts at operative 
reposition in cases of irreducible luxations give poor 
results. In cases of this kind it is often more cor- 
rect to refrain from attempts at reduction and pos- 
sibly later to strengthen the spine by implanting a 
span of bone. 

In gunshot and puncture injuries of the spine the 
symptoms of most interest are due to the spinal cord 
and nerves. There is little reduction of the strength 
or function of the spinal column. 

The author next discusses diseases in which 
trauma, even if not responsible for the condition, 
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may play a part in its development. Among the 
most important of such diseases is tuberculosis of 
the spine. The following possibilities must be recog- 
nized: (1) the rare case of inoculation tuberculosis, 
(2) metastasis to the spine from tuberculosis else- 
where, (3) the awakening of a latent tuberculous 
focus by trauma, and (4) the aggravation of manifest 
tuberculosis by direct trauma. 

The conditions are similar in acute osteomyelitis 
of the vertebre. Even though it must always be 
emphasized that osteomyelitis develops as the result 
of embolic metastatic dissemination of coccus- 
containing material by way of the blood stream, it 
is impossible to deny compensation in certain cases 
in which the time and the site of traumatic injury 
definitely coincide with the time of development 
and site of the disease. 

The author discusses also the question as to the ex- 
tent to which spondylitis deformans may be caused 
by trauma. The uncertainty that has existed with 
regard to this disease has been decreased by various 
important findings. The author reviews the work of 
Holfelder, Haumann, Gaugele, and zur Verth. In 
many cases spondylitis deformans is to be considered 
an internal disease without a traumatic cause. 
Spondylitis ankylopoietica diffusa is never of a 
traumatic nature; it is most certainly the result of 
infection. However, it may be aggravated by 
trauma. 

Of the malformations of the spine, the author 
mentions particularly painful sacralization of the 
fifth lumbar vertebra and spondylitis which are not 
the results of trauma, but may possibly be aggra- 
vated by trauma. In both conditions the decision 
as to whether trauma has played a part is exceed- 
ingly difficult. 

In the discussion of this report, BETTMAN, Jr. 
showed some roentgenograms. Among others, he 
presented roentgenograms of so-called Kuemmell’s 
disease. It was plainly evident from the lateral 
roentgenograms that the condition was a compres- 
sion fracture of the first lumbar vertebra. 

WEIL showed roentgenograms of a case of spon- 
dylolisthesis. According to the history and the find- 
ings, the condition was aggravated by trauma. 

BoEHLER stated that he is in favor of undertaking 
reduction of vertebral fractures with marked dis- 
placement. He corrects such fractures as advised 
by Davis by traction on the feet with the patient in 
marked hyperextension in the prone position. For 
this procedure he uses the local anwsthesia of 
Schnek. 

GAUGELE called attention to the fact that Schmorl 
never attributed any special clinical significance to 
the cartilaginous nodules to which his name was 
given and rejected the theory that these nodules 
may be the cause of severe signs of insufiiciency. He 
stated also that in twenty-eight years of orthopedic 
practice, he had never seen a case of Kuemmell’s 
disease. He emphasized that the stiffening of the 
vertebrex after fracture is due to callus formation 
and not to arthritic change. ZILLMER (Z). 


Smith-Petersen, M. N., Cave, E. F., and Vangorder, 
G. W.: Intracapsular Fractures of the Neck of 
the Femur: Treatment by Internal Fixation, 
Arch. Surg., 1931, Xxiii, 715. 

The use of round or square nails for the internal 
fixation of intracapsular fractures of the neck of the 
femur has been abandoned because it brought about 
only partial and temporary fixation and therefore, 
in addition to the open operation, necessitated im- 
mobilization by a plaster cast until repair was far 
enough advanced to stand the strain of function, 
The nails were massive, and as they displaced a large 
amount of bone, pressure necrosis resulted around 
them and they became loose. To overcome these dis- 
advantages a nail was devised which brings about 
absolute fixation in all directions, displaces a mini- 
mum amount of bone, grips the cortex of the bone 
so that there is no rotation, and causes less necrosis. 
The authors describe the operative technique in 
detail and include in their article illustrations show- 
ing the nail and the incision made for approach to 
the fracture. The incision is a modification of the 
original Smith-Petersen incision. It is more exten- 
sive than the latter and gives freer access to the hip 
joint. 

After the fracture has been reduced and alignment 
has been obtained the nail is driven through the 
lateral surface of the trochanter at a point between 
the insertion of the gluteus medius and the gluteus 
minimus and the origin of the vastus lateralis, these 
muscle attachments having been previously reflected 
subperiosteally. 


As the nail enters the proximal fragment the 


fragments tend to separate. This tendency is over- 
come by the use of an instrument called an “im- 
pactor,” which fits over the head of the nail so that 
the force of the blows is transmitted directly to the 
cortex of the femur in the subtrochanteric region and 
approximates the fragments. 

By alternate striking of the nail and the use of the 
impactor the nail is driven in. The impaction of the 
fragments is extremely important. The nail should 
not be struck after impaction has been brought 
about as further blows will tend to distract the 
fragments. 

Before the capsule is closed the success of the 
procedure is tested by moving the hip through a 
wide range in flexion, adduction, and rotation. There 
should be no change in the fracture line during these 
manipulations. After this test the capsule flap is 
sutured back in position. The muscle flap from the 
lateral aspect of the ilium is also sutured into posi- 
tion with the hip usually in abduction, and further 
closure of the wound is done by the usual methods. 

The authors’ armamentarium consists of an im- 
pactor, a Y-shaped spatula to insert between the 
head of the femur and acetabulum which is notched 
to fit over the ligamentum teres, a similar spatula 
with a cutting notch for division of the ligamentum 
teres, nail sets, a starter for the nails, a distractor to 
facilitate the introduction of the spatulas, an ob- 
stetrical forceps for grasping the neck of the femur 
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after the fracture has been reduced, an instrument 
somewhat like an old-fashioned corkscrew which is 
used to withdraw the nail when the aim has been 
faulty, a flexible steel measure with a slide which is 
used to measure the distance from the femoral joint 
surface to the base of the trochanter so that the 
nail selected will be of the right length, and the nail. 
The nail is made of rustless steel and has three 
flanges. The flanges are !@ in. thick and from % to 
y in. wide and make an angle of 120 degrees with 
one another. The length of the nail varies from 214 
to 4 in. 

The. postoperative treatment consists of suspend- 
ing the affected extremity and applying traction of 

3lb. This allows the patient to move around in bed 
and begin function earlier. Exercises are prescribed 
at first for the knee and foot and at the end of two 
weeks for the hip. At the end of three weeks a bi- 
valved short plaster spica is used for walking only. 
Because of the abducted position, weight-bearing 
can be undertaken safely since in this position it has 
no tendency to distract the fragments. 

Weight-bearing is not always possible at the end 
of three weeks. Its advisability depends entirely 
on the patient’s condition. In cases in which expense 
need not be considered, a jointed leather spica is 
used. A support in the form of a plaster or leather 
spica should be used for a period of from three to 
six months, depending on the rate of repair shown 
by the roentgenograms. 

Removal of the nail has been undertaken after 
intervals varying from six months to four years. 
This is a very minor procedure and does not disable 
the patient. When the roentgenograms show bony 
union, the nail has ceased to function and there is 
no objection to its removal. 

In the series of cases reported by the authors the 
postoperative reaction was slight. At no time was 
there any need to resort to shock measures. The 
absence of shock is attributed to the non-traumatic 
approach. The absence of pain after the operation 
was very striking. 

The authors report twenty-four cases in which 
the method described was used. In four, the end- 
result was not recorded for reasons beyond the 
authors’ control. In the remaining twenty cases 
the result was bony union in fifteen, non-union in 
three, and death from sepsis in two. The ages of the 
patients ranged from twenty to ninety years. The 
majority of the patients were between fifty and 
seventy years old. 

In the fifteen cases of bony union excellent func- 
tional results were obtained. The three cases with 
non-union were treated during the first two years 
when the technique of the operation had not been 
developed to its present stage and when the efli- 
ciency of the method had not been definitely proved. 

The authors draw the following conclusions: 

In the treatment of joint fractures, anatomical 
reduction and early function are the two chief ob- 
jectives. Heretofore, the different methods of treat- 
ing fractures of the neck of the femur have met only 
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one of these requirements. Anatomical reduction 
has been achieved in the majority of cases, but 
early function has been impossible. The internal 
fixation of the fracture brought about by the three- 
flange nail is absolute in all directions and is well 
sustained. Because of the absolute, sustained fixa- 
tion, postoperative immobilization is unnecessary 
and early function is possible. Early function favors 
bony union and better ultimate function. 
H. EarLe Conwe t, M.D. 


Camitz, H.: The Pseudarthroses—in Addition to 
Probable Preliminary Stages— Following Medial 
Fractures of the Neck of the Femur and Their 
Treatment (Die Pseudarthrosen—nebst wahr- 
scheinlichen Vorstadien—nach medialen Frakturen 
des Collum femoris und deren Behandlung). Acta 
chirurg. Scand., 1931, lxviii, Supp. xix. 

Recently surgeons have founda satisfactory conser- 
vative method of treating fractures of the neck of the 
femur. The requisites for success are a perfect plaster 
technique and the most extreme care in reduction. 
However, not all recent fractures are curable, no 
matter how great the care or how good the tech- 
nique. Pseudarthroses will always occur after medial 
fractures of the neck of the femur. It must be borne 
in mind that these fractures occur most frequently 
in persons with senile changes such as arteriosclerosis, 
myocarditis, and emphysema. The method used 
must involve little risk and must be easy to carry 
out, and the duration of the plaster treatment must 
be as short as possible. Subtrochanteric osteotomy 
meets these indications well, but must be varied 
according to the conditions present in individual 
cases, especially when resorption of the neck of the 
femur has occurred. In many cases of pseudarthrosis 
the hip joint functions satisfactorily; the patient 
walks practically as well as before the accident and 
is free from pain and able to work. Such _ 
should be left alone. When there is difficulty i 
walking, the best procedure is 
osteotomy. 

As a rule the head of the femur receives its blood 
supply from the ligamentum teres as well as from 
the cervical synovia and the vessels running in the 
neck of the femur. Often the blood supply from the 
ligamentum teres is sufficient to prevent necrosis 
of the head after a fracture. When this is not the 
case and the cervical synovia is completely ruptured, 
necrosis of the head of the femur results. When the 
cervical synovia is only partially destroyed there 
may be no necrosis or only partial necrosis, depend- 
ing upon the extent of the injury and the site of in- 
volvement of the cervical synovia. If the blood 
supply is such that only a slight or moderate necrosis 
of the head results and reduction is properly effected, 
all of the conditions necessary for consolidation by 
growth of the marrow callus from the distal to the 
proximal fragment are fulfilled. Degeneration of 
the articular cartilage is rare. The chief causes of 
pseudarthroses after medial fractures of the neck 
of the femur are: (1) a lack of periosteum on the 
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neck, (2) a poor technique in reduction of the frac- 
ture which is followed by resorption, (3) delay of 
marrow-callus formation, (4) the interposition of 
soft parts, and (5) resorption of the neck of the 
femur. 

In the treatment of pseudarthroses of the neck 
of the femur the axis of the shaft of the femur must 
coincide with the mechanical longitudinal axis and 
the abduction musculature of the hip joint must have 
its normal function restored. 

The author believes that of all the methods pro- 
posed for the treatment of pseudarthrosis after 
fracture of the neck of the femur none can compare 
with osteotomy at the upper end of the femur. The 
latter operation is extracapsular and of short dura- 
tion and its technique is simple. The patient is 
placed in the dorsal position on an Albee extension 
table with both legs slightly abducted. The upper 
end of the femur is exposed through a lateral in- 
cision and a wedge-shaped or linear osteotomy is 
done. Under finger control the leg is brought to the 
desired abduction position and, if necessary, the 
lower fragment of the femur is forcefully pushed 
medially. The wound is then sutured in layers. 
Screws and nails are unnecessary, and their use is 
contra-indicated for even if they are removed on the 
twentieth day they may cause slight bone necrosis. 
The entire procedure takes only about thirty-five 
minutes. 

A hinge-joint is embedded in the plaster cast over 
the knee. Once daily the patient is turned on his 
abdomen and kept in that position for some time. 
At the beginning and end of that period the knee 
joint is flexed and extended. If possible, this is done 
actively, but if it is painful it is done passively. In 
order to prevent displacement of the fragments in 
the plaster cast the cast is extended to the upper 
half of the normal thigh. The cast is left on for 
eight weeks. Following its removal the treatment 
consists of massage, the application of heat, and 
motion. After a few weeks active mobility usually 
returns and the patient is allowed to sit in a chair. 
Soon thereafter he is allowed to use crutches and 
finally to walk with a cane. The entire treatment 
takes from four to four and a half months. After 
that length of time, improvement occurs rapidly. 

The purposes of the treatment are: (1) the elimi- 
nation of the angle between the longitudinal axis 
of the femur and a line running through the middle 
point of the femoral head, and (2) restoration of the 
function of the insufficient pelvitrochanteric muscu- 
lature through angulation of the diaphysis in the 
trochanteric region. Bony union at the site of the 
pseudarthrosis is not necessary. The attainment of 
a more or less shelf-like support for the head is suf- 
ficient. However, in many cases bony union occurs. 

Linear osteotomy, intertrochanteric or distal from 
the lesser trochanter, does not give good results 
when there is complete or marked resorption of the 
neck of the femur. If the femoral head is to be sup- 
ported it must rotate in its joint cavity around a 
sagittal axis parallel with the sagittal plane. To 
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make this possible, the trochanteric portion lateral 
to it must rotate around a similar axis in which the 
lesser trochanter is approximately the turning point. 
This is achieved by performing a wedge-shaped 
osteotomy immediately next to the lesser trochanter 
in such a way that its base, approximately 2 cm. 
high, is directed laterally and the leg is brought 
to the position of abduction when its longitudinal 
axis forms an angle of 130 degrees with a line con- 
necting the two anteroposterior iliac spines. When 
the leg is transposed to the medium position eight 
weeks later, the described rotation of the head is 
accomplished. 

In the author’s cases of recent medial fracture of 
the neck of the femur the fracture is carefully re- 
duced under anesthesia and the leg placed under 
extension until it is just as long as the normal leg. 
The leg is then brought to a position of abduction of 
45 degrees and inward rotation of 15 degrees and a 
plaster cast is applied. Failures with this method 
are due to poor plaster technique. If healing does 
not occur, osteotomy should be done at the upper 
end of the femur as soon as possible after one and a 
half or two months. Except in cases of pseudar- 
throsis in which treatment is refused or is contra- 
indicated by the general condition, about 75 per 
cent of the patients have their working capacity 
fully restored. In the author’s opinion all other 
methods such as prolonged Whitman plaster-cast 
treatment, pegging, and extirpation of the head of 
the femur with implantation of the trochanter 
should be abandoned. Louis NEuwELT, M.D. 


Roux, G., and Sénéque, J.: Immediate Surgical 
Treatment of Compound Fractures of the Leg 
(Le traitement chirurgical immediat des frac- 
tures ouvertes de jambe). Presse méd., Par., 1931, 
Xxxi, 1521. 


Inall cases of compound fracture of the leg prelim- 
inary surgical disinfection is indispensable. ‘Early 
treatment” means treatment before signs of infection 
have developed. A roentgen examination should be 
made and antitetanus and antigangrene treatment 
given. Spinal anesthesia is of aid in the disin- 
fecting treatment. The disinfection must be carried 
out with extreme care. The wound should be care- 
fully examined and all injured tissue removed, hema- 
tomata evacuated gently, and blood vessels ex- 
amined and, if necessary, repaired. Lacerations of 
the muscles of the calf are very serious. Special care 
is necessary in their examination. If the ends of the 
bone are not soiled, they may be curetted and washed 
with warm salt solution. If they are soiled it may be 
necessary to resect them, but the resection should 
be no more extensive than is absolutely necessary. 

It is generally easy enough to reduce the fracture, 
but more difficult to keep the fragments in position, 
particularly when the fracture is oblique or spiral. 
Osteosynthesis may be accomplished by wiring, the 
application of plates, or external fixation. Because 
of the danger of osteitis, rupture, and secondary dis- 
placement, it seems preferable, in the majority of 
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cases, to practice simple reduction, fix the fragments 
in place by two simple catgut sutures, if necessary, 
and apply a plaster cast. The authors believe that 
osteosynthesis should be minimal in compound frac- 
tures. 
The advisability of primary suture still remains 
a problem. This procedure has many advantages, 
but sometimes results in infection. It should be used 
only when operation is performed early, the muscles 
are in good condition, and perfect hemostasis is 
obtained. Plaster immobilization may lead to con- 
tamination of the wound. Precautions should be 
taken to prevent pressure, and the plaster should be 
sterilized by the addition of formalin. Plaster troughs 
should not be used in cases with extensive muscle 
contusion or injury of a large vessel. In the presence 
of contra-indications to plaster immobilization or 
danger of secondary displacement of the fragments, 
continuous extension should be employed. Trans- 
fixation of bone for extension is not done as fre- 
quently in France as it should be. In cases of mul- 
tiple injuries suspension combined with immobiliza- 
tion may be of great value. The authors divide com- 
pound fractures into five groups according to their 
severity. The treatment ranges from expectant meas- 
ures to amputation. Auprey Goss Morean, M.D. 


Benedetti-Valentini, F.: The Pathogenesis and 
Treatment of Isolated Dislocations of the As- 
tragalus (Considerazioni sulla patogenesi e sulla 
terapia delle lussazioni isolate  dell’astragalo). 
Policlin., Rome, 1931, xxxviii, sez. chir. 525. 

The author reports the case of a man twenty-three 
years old who fell from a scaffold and experienced in- 
tense pain in his right foot on striking the ground. 
After the accident the foot was in a position of ex- 
treme dorsal extension, abduction, and external rota- 
tion. On the inner surface there was a large round 
swelling over which the skin was so stretched that 
it appeared ready to break and was dotted with 
ecchymotic spots. On the external surface, immedi- 
ately beneath the malleolus, there was an indenta- 
tion. Palpation was extremely painful. Any attempt 
at active or passive movement caused intolerable 
pain. The swelling was evidently the dislocated head 
of the astragalus. As non-operative reduction was 
impossible even under anesthesia, operation was 
necessary. 

A curved incision about 15 cm. long was made on 
the inner surface of the ankle following the direction 
of the posterior tibial tendon to the tubercle of the 
scaphoid. As soon as the skin was incised the head 
of the astragalus protruded. Dissection of the ten- 
dons and ligaments of the region showed that its 
irreducibility was due to the fact that it was sur- 
rounded by a band made up in front of the posterior 
tibial tendon and behind of the tendon of the flexor 
longus digitorum pedis. In order to act on the head 
of the astragalus it was necessary to open the sheath 
of the former throughout its extent. A blunt lever 
was introduced under the head of the astragalus and 
the head put in place. Reduction was interfered 
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with at first by fragments of the lacerated astragalo- 
scaphoid ligament which lay in the navicular fossa. 
After reduction had been accomplished the sheath 
of the posterior tibial tendon was sutured and the 
tendon replaced in the retromalleolar groove. The 
astragaloscaphoid ligament was then repaired as far 
as possible and the wound closed by a row of aponeu- 
rotic and ligamentous sutures and a row of skin 
sutures. The foot was immobilized at a right angle. 
A roentgenogram showed perfect reduction. 

When a window was made in the cast eight days 
later for removal of the skin sutures the wound was 
found healed by first intention. The patient left the 
hospital anatomically and functionally cured about 
a month after the injury. He was not given any 
special physical or mechanical treatment except slow 
and gradual exercise. 

The author discusses the experiments done on 
cadavers by various investigators to determine the 
mechanism of solitary dislocation of the astragalus. 
This dislocation is very rare; the author has never 
seen asimilar case. He does not believe that the force 
of the weight of the body can displace the astragalus 
from its firm bed without injuring or displacing adja- 
cent bones. He calls attention to the fact that the 
experiments cited were not performed under natural 
conditions as the ligaments were cut. He is of the 
opinion that the dislocations are brought about by 
violent reaction of the muscles to the pain of the 
injury. If the anterior muscles of the leg react vio- 
lently and the tonus of the antagonistic muscles is 
deficient, the action is that of a lever of the second 
class, these muscles representing the force, the bones 
of the leg the fulcrum, and the astragalus the re- 
sistance. If the posterior ligaments are lacerated 
and the posterior muscles react violently, the action 
is that of a lever of the third class. 

As non-operative reduction is generally impos- 
sible, immediate operative reduction is indicated. 
The results are much better if the astragalus is pre- 
served than if it is sacrificed. 

Aubrey Goss Morcan, M.D. 


Bianchi, G.: A Contribution to the Study of Frac- 
tures of the Bones of the Foot (Contributo allo 
studio delle fratture delle ossa del piede). Chir. d. 
organi di movimento, 1931, XVi, 353- 


The author studied 200 cases of fracture of bones 
of the foot with regard to the mechanism of produc- 
tion and type of the fracture and the results of dif- 
ferent methods of treatment. Fractures of every 
bone in the foot were encountered. Most frequent 
were fractures of the phalanges, and next most fre- 
quent, fractures of the metatarsals and fractures of 
the caleaneum. The numbers of the latter were 
about equal. Least frequent were fractures of the 
sesamoids. 

More or less satisfactory reduction of such frac- 
tures is possible. The state of the joint involved may 
be determined by passive movement. The trophic 
condition and the tonicity of the muscles indicate 
the functional state of the muscles and constitute 
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criteria of operability. Recovery of function de- 
pends on the nature of the fracture and the age of 
the patient. 

In the astragalus the most serious fractures are 
those of the body and neck. In fractures of the cal- 
caneum the best results are obtained when the body 
is involved. In the scaphoid, isolated fractures may 
occur in the body or the tubercle. Removal of the 
fragments or of the entire bone may be necessary. 
Removal of the entire bone often gives rise to an 
astragalocuneiform arthrodesis. Old unreduced frac- 
tures may result in painful pes valgum which may 
not be reducible even under ether anesthesia. Frac- 
ture of the cuboid is often partial and accompanied 
by fracture of other bones of the foot. Roentgeno- 
grams of these fractures may be interpreted incor- 
rectly because of the presence of supernumerary 
bones in the vicinity of the cuboid. Fracture of the 
cuneiform causes localized pain, swelling, and ecchy- 


mosis, but roentgen examination is necessary for its 
definite diagnosis. 

Metatarsal fractures, which were previously con- 
sidered rare, have been found to be relatively fre- 
quent. Disturbance of the plantar arch favors the 
production of flat-foot with valgus position and pain, 

In fractures of the phalanges, the great toe is most 
often involved. Fractures of the phalanges vary 
considerably in type. Treatment by immobilization 
usually gives good results with quick recovery. 

Fractures of the sesamoids may result in com- 
minution of one or more fragments. The diagnosis 
is made by roentgen examination. The prognosis 
is usually good, but sometimes there is continued 
pain. When the pain is persistent, removal of the 
bone is indicated. 

The findings in the cases reviewed are tabulated 
and the principal lesions are shown in 1o roent- 
genograms. A. E. Tart, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Maggio, P.: The Structural Changes in the Venous 
Coats in Varices (Sulle alterazioni strutturali delle 
tuniche venose nelle varici). Sperimentale, 1931, 
Ixxxv, 185. 

The author studied varices in different stages and 
from persons of different ages. He found two types 
of lesions which he shows by six figures in the text. 
One type occurs in the middle layer and the other in 
the inner layer. The first lesion starts with changes 
in the muscular fibrocellular layer which shows 
changes in its staining reactions. Later the cells 
undergo more marked nuclear and protoplasmic 
changes and at the same time there is a disordered 
increase in the connective tissue and elastic fibers. 
As a result, the vessel appears thickened, but has 
anarrowed lumen. In this stage of change the intima 
takes no active part. In the more advanced stages 
the characteristic deformity of the vein occurs in 
which it is impossible to differentiate the various 
layers. 

In varices of the second type the changes begin 
in the inner layer where there is subendothelial pro- 
liferation of connective tissue. Slight changes take 
place in the media and adventitia. Later the pro- 
liferation in the intima decreases the lumen of the 
vessel. In the later stages the intimal tissues under- 
go degenerative changes which are simultaneous 
with changes in various parts of the media and 
adventitia and result in a non-uniform thinning and 
collapse of the venous walls. In the advanced 
stages there remains no trace of the various tunics, 
whereas in the intermediate stages, traces of them 
may be detected. 

Maggio does not believe that one of these lesions 
is the forerunner of the other. He regards all as 
the result of the same process which is probably of a 
toxic nature and due to chemical changes in which a 
hormonal factor may play a rdle. 

EuGENE T, Leppy, M.D. 


Horn, O., and Foged, J.: The Risk of Embolism in 
the Injection Treatment of Varices. A Clinical 
and Experimental Study (Embolierisiko bei 
Injektionsbehandlung von Varicen. Klinisches und 
Experimentelles). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1931, xlii, 409. Ugesk. f. Leger, 1931, i, 625. 

The basic principle of the injection treatment of 
varices is that the injection of certain substances 
into the vein produces a lesion of the intima on which 
is gradually formed a thrombus attached closely and 
in time organically to the vessel wall. Hence the 
fluid chosen for the injection must be suited to this 
purpose. It should not be Pregl’s solution nor a so- 
called blood-coagulating fluid. Embolism is sup- 


posedly caused by complications. Ascending in- 
flammation of the vein apparently plays no réle in 
its development. 

The authors report a case of loosely attached 
thrombi with fatal pulmonary embolism. The loose 
attachment of the thrombi was found to be due to 
marked syphilitic changes in the liver. Insufficiency 
of the hepatic tissue appears to cause a considerable 
reduction of the fibrin in the blood and, as a result, 
defective thrombus formation. On microscopic ex- 
amination of sections of the thrombi in the case 
reported the amount of fibrin was found to be ex- 
tremely small. A deficiency of fibrin in the blood 
(hepatic insufficiency and polycythemia) must be 
regarded as contra-indicating the injection treat- 
ment of varices. 

At the end of the clinical portion of their article 
the authors describe the technique of the injection 
treatment. Puncture is done with the patient stand- 
ing, and after aspiration of blood the injection is 
made with the patient seated while an assistant 
wipes away the blood on each side and uses finger 
pressure to occlude a segment of vein about 10 cm. 
long. The injection is followed by compression with 
tampons and massage with maintenance of the oc- 
clusion for about five minutes. 

The after-treatment is ambulatory. Bandaging 
is not used. Recurrences may develop, but occur 
at most in only to per cent of the cases. 

In the experimental part of the article the authors 
report sixteen experiments on horses in which a 30 
per cent solution of sodium salicylate or a 60 per 
cent solution of inversol was injected intravenously. 
Ten minutes after the injection no signs of throm- 
bosis were demonstrable. After from nine to forty- 
five days, autochthonous thrombus formation was 
present in all of the animals. In every instance the 
thrombus was strongly adherent. The phleboscleros- 
ing and thrombosing capacity of the two fluids in- 
jected was the same. Sonntac (Z). 


Kettel, K.: Deaths After the Injection Treatment 
of Varicose Veins. A Review of the Literature 
(Ueber Todesfaelle im Anschluss an die Injektions- 
behandlung von Varicen. Eine Literaturuebersicht). 
Zentralbl. f. Chir., 1931, p. 1498. 


In the majority of more than 1,000 cases in which 
varices were treated by injection the results were 
very good, but there are records of 20 deaths after 
the treatment. The “aseptic phlebitis” resulting 
from the injection may become complicated by in- 
fection and secondary coagulation thrombosis. In 4 
of the 20 fatal cases the exact cause of death was not 
determined. In 5 of the 16 other cases, death was 
due to a condition not associated with pulmonary 
embolism, in 2 to sublimate poisoning, in 3 to sepsis, 
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and in 1 to coronary thrombosis. The greatest 
surgical interest attaches to 10 cases of fatal pul- 
monary embolism. The author divides these cases 
into 2 groups. In one group the emboli were formed 
from thrombi caused directly by the injection, and 
in the other, thrombi were broken off from thrombi 
formed secondarily. Since the use of injection fluids 
which cause greater injury to the intima, fatalities are 
very rare in cases of the first group. In the cases of 
the second group there was primary or secondary 
infection with subsequent embolism. 

The literature reports about 60,000 cases of in- 
jection treatment of varicose veins. 

The author recommends the use of concentrated 
hypertonic solutions. 

In the cases of persons who have had phlebitis, the 
injection treatment must be employed with great 
care. 

The injection treatment is successful in ambula- 
tory patients. Hook (Z). 


Morton, J. J., and Scott, W. J. M.: Some Angiospas- 
tic Syndromes in the Extremities. Ann. Surg., 
1931, xciv, 839. 

The various types of angiospasm may be divided 
into five groups as follows: (1) angiospasm occurring 
in association with organic vascular disease, (2) 
idiopathic paroxysmal angiospasm, (Raynaud’s 
disease), (3) angiospasm dependent upon organic or 
functional nervous diseases, (4) angiospasm con- 
secutive to trauma, and (5) venospasm. 

In Raynaud’s disease the fundamental abnor- 
mality is hypersensitivity of the peripheral arteries 
to cold. However, vasoconstrictor impulses play an 
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important réle by initiating and accentuating many 
of the attacks. Consequently the advisability of re- 
moving the sympathetic innervation can be deter- 
mined by the effect of regional anwsthesia in releas- 
ing the spasm during the attack. 

Organic and functional nervous disorders are fre- 
quently accompanied by a local increase in vasocon- 
strictor tone. 

Trauma in the extremities may be followed by 
arterial spasm which frequently is associated with 
pain. This spasm is probably due to vasoconstrictor 
impulses induced by reflex afferent stimuli from the 
traumatized area. The authors believe that such a 
reaction is a fundamental response incident to 
trauma and scar formation. It varies in the degree 
of its manifestation and may be present as a latent 
hypersensitivity to cold. 

Evidence is presented that angiospasm affecting 
principally veins occurs as a clinical entity. 

Howarp A. McKnicut, M.D. 


BLOOD; TRANSFUSION 


Messinger, H. C., and Eckstein, A. W.: Retinal 
Hemorrhages After Blood Transfusion. Rhode 
Island M. J., 1931, xiv, 171. 

The authors report the findings of examinations 
of the eyes made before and twelve and twenty-four 
hours after blood transfusion in the cases of sixty 
patients. Fresh retinal hemorrhages occurred after 
transfusion in only ten cases, but were severe in only 
two. The authors do not consider the possibility of 
retinal hemorrhage a contra-indication to trans- 
fusion. ELIZABETH CRANSTON. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Meyer, A. W.: Another Successful Operation for 
Pulmonary Embolism (Eine weitere—meine vierte 
—erfolgreiche Lungenembolieoperation). Deutsche 
Zischr. f. Chir., 1931, CCXxxi, 580. 


The author reports a successful Trendelenburg 
operation for pulmonary embolus in the case of a 
woman seventy-eight years old who was suffering 
from emphysema, arteriosclerosis, and marked senile 
cardiac changes. The operation was performed 
twelve days after a fracture of the right acetabulum 
which was treated by extension. 

Attention is called to the advantages of the new 
clamp for the pulmonary artery which, in the case 
reported, was applied after three minutes of digital 
compression of the slit without the use of the dilating 
forceps. The clamp is bent at an angle and is made 
thicker at the free end so that it cannot move any 
farther. SIEVERS (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Reimers: The Effects of Incision upon the Physico- 
chemical Picture of Inflammation (Die Wirkung 
der Incision auf das physikalisch-chemische Bild der 
Entzuendung). Zentralbl. f. Chir., 1931, p. 1451. 


Infected glass tubes were sutured beneath the skin 
of dogs, and at the period of greatest inflammation, 
incisions were made. The reaction, the buffer value, 
and the protein content of the inflammatory exudate 
were measured continuously. 

After wide incision the reaction changed greatly 
toward normal within a half hour. In the next four 
to six hours it rose again and remained moderately 
acid. After twenty-four hours it fell approximately 
to that of the blood. The buffer value changed in- 
versely. The protein content showed a slight fall 
toward the normal in the first hours and then a 
considerable increase. After twenty-four hours it 
rose as high as ro per cent. If the incisions were 
inadequate the changes were less marked. 

The effects of the incision are caused by the in- 
flowing of blood serum into the strongly acid in- 
flammatory area and the escape of inflammatory 
products. Korr (Z). 

ANZSTHESIA 


Rowbotham, S.: Premedication. Brit. WM. J., 1931, 
ii, 693. 

The author discusses pre-anesthesia medication. 

In the use of paraldehyde he divides the patients 


into four groups and varies the treatment as fol- 
lows: 


Group 1. Children under seven years of age and 
debilitated or severely toxic subjects. One dram of 
paraldehyde per 14 lb. of body weight is given by 
rectum three-quarters of an hour before the opera- 
tion. Each dram of paraldehyde is dissolved in 1o 
dr. of warm saline solution. If the patient becomes 
unconscious during the administration of the drug, 
it is stopped at once. 

Group 2. Normal adults and children over seven 
years of age. One-fortieth grain of morphine per 
14 lb. of body weight is administered one and a 
quarter hours before the operation and followed 
after fifteen minutes by the dose of paraldehyde 
given in cases of Group 1. 

Group 3. Alcoholics; athletes over twenty-five 
years of age; patients who are very nervous. A 
full dose of bromide and chloral is given the night 
before the operation. Morphine and paraldehyde 
are administered as in the cases of Group 2, but 
from 1/150 to 1/100 gr. of hyoscine is added to the 
morphine. 

Group 4. Thyrotoxic patients. The patient is 
tested to hyoscine. Chloral, bromides, and mor- 
phine-hyoscine are given as in the cases of Group 3. 
As it may be necessary to employ ether, the paral- 
dehyde is dissolved in olive oil and this solution is 
used. If the patient is awake half an hour before 
the operation, from 1% to 2 oz. of a 50 per cent 
mixture of oil and ether is instilled in the rectum. 
Sometimes retention of the mixture is aided by a 
10-gr. suppository of chloretone. 

Avertin is contra-indicated by diseases of the 
liver, kidneys, and rectum, and by advanced pul- 
monary tuberculosis. Its use is rarely followed by 
restlessness or vomiting. 

The barbiturates may be given by mouth or in- 
travenously. Intravenous administration is more 
accurate and certain than oral administration. 
When morphine is given the action of barbiturates 
is increased and smaller doses produce unconscious- 
ness. As a rule the systolic blood pressure is low- 
ered from twenty to thirty points or more after the 
intravenous administration of a barbiturate. The 
barbiturates are probably broken up by the liver 
and excreted through the kidneys. The three most 
commonly used are amytal, nembutal, and per- 
nocton. All act quickly, but nembutal and pernoc- 
ton are twice as toxic as amytal and hence act much 
more quickly than the latter. These drugs should 
be given intravenously and in the minimal dose re- 
quired to produce unconsciousness. As a rule very 
little anesthetic is needed. Vomiting is very rare, 
and recovery usually takes place in from two to six 
hours. 

The author prefers paraldehyde or nembutal as 
a basal narcotic. Frank B. Berry, M.D. 
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Bonneau, R.: The Results in a Consecutive Series 
of 100 Spinal Anzsthesias (Réflexions sur une 
statistique intégrale de cent rachianesthésies). Bull. 
el mém. Soc. d. chirurgiens de Par., 1931, xxiii, 512. 


In the roo cases reviewed the author injected an 
8 per cent solution of syncaine by the lumbar route 
in such a way as to obtain anesthesia mounting to 
the mamillary line and thus involving the entire 
subdiaphragmatic region of the body instead of 
only the subumbilical region. 

The cases included a considerable number of very 
poor risks as it is especially for such cases that Bon- 
neau uses spinal anesthesia. The interventions in- 
cluded operations on the stomach, duodenum, biliary 
tract, kidneys, bladder, and prostate, operations for 
hernia, peritonitis, appendicitis, obstruction, tumors 
of the intestines, and gynecological conditions, and 
operations on the extremities. 

One death occurred on the operating table. Just 
as the author was in the act of removing a cancer of 
the colon, the patient was seized with an attack 
of fecaloid vomiting and fatal asphyxia resulted 


from aspiration of the vomitus. This fatality led the © 


author to order gastric lavage before local and spinal 
anesthesia as well as before general anesthesia in 
all cases of obstruction or peritonitis complicated by 
severe vomiting. 

Ten deaths occurred within the first fifteen days 
after the operation. In the author’s opinion not one 
of these was due to the anesthesia. Death from 
bulbar inhibition .manifested by hypotension, 
disappearance of the radial pulse, apnoea, and loss 
of consciousness was prevented by a careful tech- 
nique and extremely slow injection. This type of 
reaction occurs either during or within three or four 
hours after the administration of the anesthetic. 

Death from septic meningitis due to faulty 
asepsis was prevented by the most rigid personal 
superintendence of the procedure. Chemical 
meningitis has become rare with the perfection of 
laboratory products. 

The special sensibility of the subarachnoid space 
to certain substances injected must always be kept 
in mind. In none of the cases reviewed nor in fact 
in any of the author’s cases of spinal anwsthesia has 
paralysis of the lower extremities or the external 
oculomotors occurred or has headache developed. 

Urinary retention seemed no more common after 
this form of anwsthesia than after other forms, and 
during one week in which the author performed 
several operations under general anasthesia and 
several under spinal anwsthesia dysurol was re- 
quired after the former instead of the latter. 

The differences in the results obtained by various 
surgeons are due to differences in technique, dosage, 
products used, concentration of the solution, site 
of the injection, and position of the patient. In all 
of the author’s cases the same technique was used. 

The advantages of spinal anwsthesia are summar- 
ized as follows: 

1. Spinal anesthesia permits operations to be per- 
formed without shock on obese, feeble, and cachectic 


patients, those with cardiopulmonary conditions, 
and those with severe infection. 

2. It suppresses reflex muscular contracture. 

3. It stimulates peristalsis of the intestine to a 
marked degree, causing immediate evacuation of 
distended or paralyzed loops. 

4. It conserves the defensive reflexes. Soon after 
the operation the patient is able to drink water and 
to take food. He can breathe deeply, cough, 
expectorate, and move his arms and legs. 

5. In prostatectomy, enucleation is facilitated by 
inhibition of the anal sphincter, and the contractil- 
ity of the muscular fibers of the prostatic sac is 
increased rather than abolished. After enucleation, 
retraction occurs promptly. Epitu S. Moore. 


Macklin, A. H.: The Asphyxial Element in Gas- 
Oxygen Anesthesia. Lancct, 1931, ccxxi, 897. 


Macklin reviews 553 cases in which anesthesia 
was induced with nitrous oxide and oxygen. With 
the exception of a few of the earliest cases in the 
series and several in which anesthesia was induced 
by the intratracheal method, no agents other than 
nitrous oxide, oxygen, and carbon dioxide were used. 
The operations varied. 

In the induction stage and the postoperative pe- 
riod nitrous oxide-oxygen anesthesia has great 
advantages as compared with anesthesia induced 
with ether or chloroform, but during the operative 
stage it has not shown such marked superiority. In 
one-third of the cases reviewed in which an opera- 
tion was performed in the upper part of the abdo- 
men, the anasthesia was not entirely satisfactory 
during the operative stage. However, if one may 
judge from the crucial test of peritoneal suture, the 
incidence of unsatisfactory relaxation during the 
same period is about the same when ether is used. 
Of 16 cases in which anasthesia was induced by the 
intratracheal method, it was necessary, in more than 
half, to use chloroform to obtain sufliciently lasting 
relaxation of the throat muscles. 

Considerable preliminary medication was not 
found necessary or desirable. The average adult re- 
ceived 4 gr. of morphine sulphate, but in the cases 
of children it was believed better to omit prelimi- 
nary medication. 

In the majority of cases it is impossible to secure 
the necessary relaxation with nitrous-oxide oxygen 
anwsthesia without producing some degree of cyano- 
sis. With the use of chloroform, ether, or rectal or 
intravenous anesthesia, loss of color means an ob- 
struction of the airway or failure of respiration or 
circulation or both. It is a sign of serious trouble. 
The cyanosis of nitrous oxide oxygen anwsthesia, 
however, is totally different. Nitrous oxide is such 
a weak anwsthetic that in order to secure its maxi- 
mum concentration in the blood it is necessary to 
use oxygen instead of air. Even when the oxygen 
is reduced to the minimum necessary to maintain a 
pink color, the gas is of insufficient concentration to 
produce adequate anesthesia unless another anas- 
thetic such as ether is added, heavy preliminary 
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medication and local agents are used, or the pres- 
sure and concentration of the nitrous oxide are in- 
creased. The last procedure further reduces the 
percentage of oxygen in the mixture and adds an 
asphyxial element, carbon dioxide, to the blood. 

Factors which may be responsible for difficulty or 
danger in nitrous oxide anesthesia during the opera- 
tive period are: 

1. Acapnia which may result in respiratory fail- 
ure. This must be prevented by adding carbon 
dioxide to the mixture of gases. 

2, Anoxemia and an anoxidative state of the tis- 
sues. The amount of cyanosis is not an accurate in- 
dex of the degree of these conditions. 

3. The effect of anoxemia on the heart muscle. 
The danger of cardiac failure renders necessary the 
use of an apparatus capable of instantly correcting 
an overdose, great care in the induction of the anes- 
thesia, the most alert attention during the whole 
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operative period, and reduction of the total duration 
of the anesthesia to the minimum. 

4. The complicated character of the apparatus. 

During the post-anesthetic period uncompensated 
acidosis is of great importance. When anesthesia 
is induced with nitrous oxide oxygen, the danger of 
this complication is less than after anesthesia in- 
duced with other agents because of the rapidity with 
which changes in the depth of nitrous oxide anes- 
thesia can be effected. Nitrous oxide oxygen anzxs- 
thesia is associated also with less postoperative 
vomiting and less danger of respiratory complica- 
tions. 

The author concludes that nitrous oxide oxygen 
anesthesia may be employed in a large variety of 
cases without other agents, and that neither prac- 
tically nor theoretically can a carefully controlled 
anoxemia be regarded as a contra-indication to its 
use. J. Epwin Krrxpatrick, M.D. 
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ROENTGENOLOGY 


Haenisch, G. F.: Roentgenology as a Specialty. 
Am. J. Roentgenol., 1931, Xxvi, 821. 


Haenisch discusses the present status of roentgen- 
ology and calls attention to the tendency of the 
medical profession as a whole, and particularly of 
specialists in other branches of the science, to deny 
roentgenology the status of an independent specialty. 
He ascribes this situation to the following factors: 

1. Over-emphasis of the technical and photo- 
graphic side of roentgenology and neglect of its 
medical aspect. 

2. The too rapid expansion of the art. 

3. A grasping of the specialty by incompetent 
and dishonest physicians who see in it an oppor- 
tunity for pecuniary gain. 

4. The operation of commercial laboratories by 
laymen. 

5. Attempts of hospitals and institutions to make 
the roentgen laboratories sources of income by em- 
ploying cheap help and having technicians do the 
work which should be done by physicians. 

6. Attempts of physicians in other specialties to 
usurp the phase of roentgenology which comes under 
their specialty. 

He discusses each of these causes of the present 
attitude of the medical profession, points out their 
fallacies, and makes the following suggestions: 

1. Every roentgenologist should consider himself 
a consulting physician. 

2. All unscrupulous elements should be elimi- 
nated. 

3. No pupil without clinical preparation should be 
accepted. Short, superficial courses should be 
refused. 

4. The medical profession in general should be 
given a better understanding of roentgenology, its 
possibilities, and its limitations. 

5. Patients should be accepted only when exam- 
ination will reveal the desired information and when 
treatment is indicated. 

6. Reports should be discussed with the referring 
physician. 

7. Roentgenologists should form a better organi- 
zation. Cuartes H. Heacock, M.D. 


Paltrinieri, G.: Roentgen Therapy in Acquired 
Chronic Hydrocephalus (Roentgentherapia dell’ 
idrocefalo cronico aquisito). Radiol. med., 1931, 
xvili, 1595. 

Paltrinieri reports seven cases of chronic acquired 
hydrocephalus in which clinical improvement was 
noted following roentgen therapy, but the disappear- 
ance of the symptoms was not associated with a de- 
crease in the pressure of the cerebrospinal fluid. He 


concludes that while roentgen therapy may alter the 
rate of production and absorption of the cerebro- 
spinal fluid, it probably also influences other proc- 
esses in the brain. He believes that chronic hydro- 
cephalus is the result of a chronic low-grade inflam- 
matory serous meningitis and that roentgen therapy 
causes clinical improvement by alleviating the in- 
flammatory process. 

Although the presence of exaggerated impressions 
of the internal table of the skull is usually the result 
of pressure atrophy due to increased cerebrospinal 
fluid pressure, the author reports cases in which 
such markings were found in the presence of a nor- 
mal or only slightly increased cerebrospinal fluid 
pressure. He believes that in these cases they were 
due to the inflammatory atrophy described by 
Sudeck rather than to a previously existing intra- 
cranial hypertension. Peter A. Rost, M.D. 


Martius, H.: Injury of the Sex Glands by the X- 
Rays (Keimschaedigung durch Roentgenstrahlen). 
Strahlentherapie, 1931, xli, 47. 


The question as to whether roentgen irradiation 
will cause injury of the germ plasm arose when 
Gauss discovered the so-called temporary effects of 
the X-rays on menstruation. While therapeutic 
roentgen irradiation of the female sex glands during 
the reproductive period has not attained any great 
clinical importance, the possibility that a diagnostic 
X-ray dose applied to the ovaries may prove in- 
jurious to subsequent offspring is recognized. 

The author differentiates between injuries to the 
offspring and injuries to the germ plasm. The latter 
are subdivided into those associated with fertiliza- 
tion occurring early and those associated with ferti- 
lization occurring late after the irradiation (Nuern- 
berger). The clinical records of injuries of the fetus 
by irradiation of the gravid uterus require no further 
discussion. As regards injuries of the germ plasm, 
the records in clinical cases are as yet inadequate 
for judgment. In human beings a negative result 
is to be expected since, on the basis of the science of 
heredity, we know that the phenotypical appearance 
of injuries of the germ plasm may not occur until 
later generations. Therefore we should heed Naujok’s 
suggestion that all children of roentgenologists and 
other persons exposed to the X-rays should be studied 
and the findings recorded in some such a place as 
the Archives of the Kaiser Wilhelm Institute for 
Anthropology, Human Heredity, and Eugenics. 

The author reviews the results of recent experi- 
ments on animals. Morgan and his pupils were able 
to determine the arrangement of genes as bearers of 
hereditary characteristics in the chromosomes and 
by ingenious breeding experiments to obtain a cer- 
tain topographical arrangement of several hundred 
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genes in the four pairs of chromosomes of the fly, 
drosophila melanogaster. Moreover, in crossbreed- 
ing they noted many variations from the usual 
genetic behavior of the chromosomes. In 1927, 
Muller added another important fact when, by 
roentgen irradiation, he was able to increase the 
so-called rate of mutation 150 times. In this way 
the danger of the X-rays to inherited characteristics 
became apparent. All gynecologists thereupon ad- 
mitted the possibility of injury of the germ plasm 
fertilized early after irradiation. Some of them have 
recommended a period of abstinence after roentgen 
irradiation and others the interruption of pregnancy 
occurring early after irradiation. In the author’s 
opinion it is more advisable for the physician to pro- 
tect the ovaries from irradiation during the repro- 
ductive period of life. Even when pregnancy occurs 
late after irradiation, inherited injury is possible. 
Many gynecologists and students of heredity have 
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issued warnings. It has not been proved that the 
less mature female germ cells are not susceptible to 
mutation. Stadler’s investigations show that when 
a sufficiently large dose is given mutations may occur 
in resting seeds. However, the exact dose which is 
necessary to cause hereditary changes in the resting 
primary follicles of human beings is not known. 
The author does not accept the conclusions drawn 
by Nuernberger from his experiments with drosoph- 
ila nor does he agree with Stieve who doubts that 
the X-ray causes hereditary disturbances. He em- 
phasizes the possibility of injury to the fetus from 
irradiation even when pregnancy occurs late after 
irradiation, and states that in his opinion X-ray 
irradiation of the ovaries during the reproductive 
period of life is unnecessary. He believes that as 
long as our knowledge is uncertain we should place 
the welfare of the individual after that of the germ 
plasm. Hans O. NEUMANN (G). 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


King, E. J., and Hall, G. E.: Hypervitaminosis. 
Canadian M. Ass. J., 1931, XXV, 535- 


King and Hall discuss hypervitaminosis in chick- 
ens. They found that massive doses of viosterol 
administered to chickens produced anorexia, loss of 
weight, extreme emaciation, and finally death. 
Hypercalcemia occurred, and histological examina- 
tion disclosed heavy deposits of calcium in the 
secretory tubules of the kidneys. Histological 
examination of the femora showed the matrix of the 
trabeculz to be normal, but suggested a low calcium 
deposit within it. The percentages of ash, calcium, 
and phosphorus in the bones were normal. The bone 
phosphatase appeared to be present in less than the 
normal amount. 

The daily administration of parathormone seemed 
to have no ill effects comparable to those produced 
by viosterol. Histological examination of the 
femora showed productive fibrosis of the bony 
trabecule without evident deposition of calcium 
salts in the hyperplastic tissue. The mineral con- 
stituents and the phosphatase of the bone were 
present in normal amounts. Cranston. 


Butler, V., Beard, J. W., and Blalock, A.: Experi- 
mental Shock. XI. A Study of the Alterations 
in the Volume of Blood and in the Water 
Content of Blood and of Muscle That Are 
Produced by Histamin. Arch. Surg., 1931, xxiii, 
848. 

The authors studied the effect of histamin ‘‘shock”’ 
on the blood and tissue fluids of dogs. They found 
a decrease in the water content of the blood and 
muscle, the volume of blood and plasma, and the 
blood chlorides, and an increase in the hemoglobin 
and red cells. These effects are similar to those 
produced by the removal of blood plasma. 

M. Hersert Barker, M.D. 


Johnson, G. S., and Blalock, A.: Experimental 
Shock. XII. A Study of the Effects of Heemor- 
rhage, of Trauma to Muscles, of Trauma to the 
Intestines, of Burns, and of Histamin on the 
Cardiac Output and on Blood Pressure of Dogs. 
Arch. Surg., 1931, xxiii, 855. 

Determinations of the cardiac output and blood 
pressure were made in experiments on dogs to dis- 
cover the “initiating agent’ of shock, in trauma, 
hemorrhage, and burns. In hemorrhage and various 
types of trauma the cardiac output decreased first 
and the blood pressure decreased later. When 
histamin was injected, the blood pressure declined 
first and the cardiac output decreased later. Al- 


though tissue damage and necrosis occurred, the 
authors conclude that no evidence of the “initiating 
action” of histamin in the production of traumatic 
shock was found in their experiments. 

M. HERBERT BARKER, M.D. 


Jirman, J.: Herpes Simplex and Herpetic Virus: The 
Clinical Course, Anatomy, Etiology, and Patho- 
genesis of the Disease, and the Biology of Her- 
petic Virus (Herpes simplex und Herpesvirus. Die 
Klinik, die Anatomie, die Aetiologie, die Patho- 
genese der Krankheit und die Biologie des Herpes- 
virus). Ceské Dermat., 1931, xii, 21. 

The most varying forms of herpetic eruptions are 
encountered in ophthalmology. Among the diseases 
of the conjunctiva there is a peculiar form with a 
granulovesicular appearance which suggests tracho- 
ma, but is cured even with indifferent therapy after 
ten days. The author was able to isolate the herpetic 
virus from this eruption. 

Of the herpetic diseases of the cornea, keratitis 
disciformis is to be differentiated from vesicular 
keratitis, herpetic ulcer of the cornea, and dendritic 
keratitis. Keratitis disciformis may have a herpetic 
etiology, but some discoid inflammations are not of 
herpetic origin. The author does not agree with 
Junius regarding the herpetic etiology of Moore’s 
ulcer nor with Schnyder regarding the endothelial 
affection of the cornea which he calls posterior herpes 
of the cornea. The experiments of Grueter show that 
in diseases of the cornea the herpetic virus pene- 
trates the anterior chamber and may favor patho- 
genic processes in the tissue of the iris. 

The view of von Szily that there is a relationship 
between herpetic virus and sympathetic ophthalmia 
is not held by the author. All animal experiments 
carried out to prove it have shown a negative result. 

In recent times the herpetic virus has been con- 
sidered the cause of a number of diseases the etiology 
of which has heretofore been unknown. 

Immunity is not acquired from a previous general 
or regional herpetic disease. The author was able to 
demonstrate the presence of herpetic virus not only 
in the attacked tissues and saliva of the patient, but 
also in the saliva of persons who at the time of the 
experiment were not attacked by the herpes infec- 
tion, and his search for the virus in the blood also 
showed a positive result. In experiments on rabbits 
in which he produced herpetic diseases of the central 
nervous system by an intravenous injection of blood 
from animals affected with herpes and attempted to 
infect the cornea of other rabbits with the encephal- 
itic tissue, the result was always positive. He was 
never able to demonstrate the herpetic virus in the 
spinal fluid. The most resistant rabbits were the 
albinos. Like Mariani, the author found an espe- 


282 


as 


q cial! 

enc 

as 

I 

old 
2 

onl 
tio! 

cor 

ser 

aff 

pa 

aly 

ju 

iris 

lov 

de 

pe 

ize 

in 

tic 

su 

pl 

n 

of 

he 

r 

ir 

0 

t 

d 

Vv 

ti 

a 

n 

{ 


le 


1c 


cially marked resistance in the young animals. The 
resistance was as great to infection of the cornea as to 
encephalogenic infection. Jirman selected the cornea 
as a field of study for the following reasons: 

1. Experimenting on the cornea of rabbits is the 
oldest method. 

2, Grueter’s experiments on the cornea are the 
only undisputed test of the herpetic form of an infec- 
tion. 

3. On account of the anatomical structure of the 
cornea, changes in this part of the eye can be ob- 
served very accurately. 

According to the author’s experience, the ocular 
affections appeared partly in the form of vesicles and 
partly in the form of keratitis dendritica. They were 
always associated with marked reactions of the con- 
junctiva, and sometimes with severe reactions of the 
iris. They healed with scar formation or were fol- 
lowed by disease of the central nervous system. 

The findings of studies made by the author to 
determine the routes by which the herpetic virus 
penetrates the organism of the rabbit are summar- 
ized as follows: 

In some cases the inoculation of the herpetic virus 
into the skin of the rabbit produced a herpetic erup- 
tion at the site of the inoculation. In others, it re- 
sulted directly in a herpetic encephalitis without any 
previous eruption at the site of the injection. Certain 
negative results may be attributed to the resistance 
of the particular animal. ‘The inoculation of the 
herpetic virus by the subcutaneous or intraperitoneal 
route did not produce an eruption at the site of 
inoculation, but the injection of a very large amount 
of the infectious material (more than ro c.cm. of an 
emulsion of herpes-encephalitic tissue) caused a 
typical herpes encephalitis which ended either in 
death or recovery. The inoculation of the herpetic 
virus by the intravenous route always showed posi- 
tive results, that is, it was always followed by an 
affection of the central nervous system, the herpetic 
nature of which was demonstrable. In no instance 
was a local herpetic eruption observable upon the 
skin, the cornea, or the visible mucous membranes. 
The infection by mouth never caused either local or 
general symptoms of disease. Negative results were 
obtained also in the experiments in which the virus 
was introduced by the nasal route, but if the mucous 
membranes were traumatized, the results were posi- 
tive. Inoculation of the herpetic virus into the vari- 
ous parenchymatous organs produced only herpetic 
affections of the central nervous system, and never 
characteristic anatomical changes at the site of the 
inoculation. Experiments in which the virus was 
introduced by the subdural route were always posi- 
tive. In every case involvement of the central nerv- 
ous system followed. Similarly, attempts at inocula- 
tion into the peripheral nerves always produced 
positive results. 

On the basis of his large number of experiments the 
author was able to study the disease in rabbits in de- 
tail as regards the anatomy and histology. He classi- 
fies the disease of the central nervous system into the 
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typical or classical form, the paralytic form, the form 
with indefinite symptoms, the latent form (Rem- 
linger), the cachectic form, and the chronic form. 
The histologicopathological changes in the brain of 
rabbits with encephalitis were very slight. A striking 
feature was the marked difference between the clin- 
ical symptoms and the histological findings. Not 
once was it possible to demonstrate changes which 
could be designated as characteristic of a herpetic 
brain affection. For the recognition of the herpetic 
virus, the experimental inoculation of rabbits by 
Grueter’s method still remains the only satisfactory 
procedure. In addition to the characteristic eruption 
and the involvement of the central nervous system, 
the animals showed a reaction of the entire organism 
in the form of an increase in the body temperature. 
In the author’s opinion, the existence of the herpetic 
virus in the blood and the possibility of producing 
infection with the virus by the intravenous route 
show that the herpetic virus spreads in the diseased 
organism by way of the blood stream. There are no 
grounds for the assumption of dissemination by way 
of the nerve routes, but the possibility of transmis- 
sion by way of the perineural lymphatic spaces 
cannot be excluded. 

The morphologicobiological investigations have 
shown that the herpetic virus is not demonstrable 
either by optical methods or by known methods of 
preparation. The author believes that the forms 
described by Lipschuetz as “inclusion bodies” are 
oxyphile products of regenerative processes that take 
place in the cell nucleus. Filtration experiments have 
shown that the herpetic virus passes through por- 
celain filters. It has been impossible to obtain cul- 
tures of the herpetic virus in ordinary bouillon or in 
special culture media under either aérobic or anaér- 
obic conditions. 

The author conducted experiments also with re- 
gard to the effectiveness of different dilutions of the 
solution from extracts of encephalitic brains. He 
gave subdural injections of the diluted solutions. An 
injection of 0.2 c.cm. of a 1:10,000 solution showed 
that this dilution was beyond the limits at which the 
virus has pathogenic properties. In a 50 per cent 
glycerin solution the herpetic virus remained fully 
virulent. In this solution it was possible to keep 
herpetic material virulent for ten months. 

In experiments to determine the effectiveness of 
disinfectants (absolute alcohol, ether, mercuric 
chloride in solutions of 1:100, 1:500, and 1:10,000, 
carbolic acid in solutions of 1:100 and 1:1,000, and 
antiformin and potassium permanganate in a solu- 
tion of 1:1,000) it was found that the relatively weak 
permanganate solution was the most effective and 
destroyed highly virulent material within two hours. 
The antiformin had the same effect, but cannot be 
used in diseases of the cornea. 

The author investigated also the dissociation of 
the encephalotropic and dermotropic elements of the 
virus which has been demonstrated by some investi- 
gators. According to his experiments, the so-called 
dissociation is a biological phenomenon which can 
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be brought about also by the brief action of mercuric 
chloride or ether solution. In the biology of the her- 
petic virus it must be considered a degeneration. 
Its cause and mechanism still remain undetermined. 
GRUETER 


Zampa, G.: A Contribution to Our Knowledge of 
Teratomata and So-Called Sacral Parasites 
(Contributo alla conoscenza dei teratomi e dei 
cosidetti parassiti sacrali). Arch. ital. di chir., 1931, 
XXIX, 593. 

After reporting in detail the findings of an ana- 
tomical and clinical study of three cases of sacral 
parasites of varying complexity, the author dis- 
cusses the genetic interpretation, symptoms, diagno- 
sis, prognosis, and surgical treatment of these for- 
mations. 

He states that the formations in his cases belonged 
to the teratological forms attributed to develop- 
mental changes of as yet unknown nature occurring 
during the earliest embryonic stages. Although they 
presented noteworthy morphological variations and 
differed also in their complexity, one being a tera- 
tomatous cyst, one a typical cystic teratoma, and 
one a sacral parasite, they should be regarded as 
representing three stages of asymmetrical double 
sacral malformations which probably had their 
origin in the same genetic process. 

Most of the theories advanced to explain the gene- 
sis of these formations do not explain all of them 
satisfactorily and are not supported by our knowl- 
edge of the early stages of normal embryonic 
development or by experimental embryology. 

The theory of a true parthogenesis or pedogenesis, 
which is difficult to understand in the case of man, 
the theory of a true fetal inclusion, and the blas- 
tomeric theory have been rendered very doubtful. 
The remaining hypotheses assume fundamentally: 
(1) a process of dislocation of embryonic material 
in a more or less early stage of development from 
the stage of segmentation to that of the formation 
of the primitive streak; (2) a process of irregular and 
imperfect subdivision of the germ during the various 
stages of its development, particularly that of the 
primitive streak, which gives rise to the formation 
of a second incomplete embryo derived from the 
same embryo, and remaining attached to the latter 
as a parasite; or (3) a particular property of some 
of the elements of the so-called germinative layers 
which, conserving the primitive undifferentiated 
character for a longer time, evolve toward the for- 
mation of embryo-like tumors (parasites) contain- 
ing more or less well-developed organs and tissues 
with the exception of the sex glands which they are 
unable to produce. 

The diagnosis of a teratoma or sacral parasite may 
be made with certainty only by microscopic ex- 
amination. 

Of chief surgical importance is the association of 
an anterior sacral spina bifida. The latter should 
always be sought for with great care in the clinical 
and roentgen examinations. 


According to its site, a sacral tumor may requir 
for its removal a simple perineal operation, a trans. 
sacroperineal operation, or a abdominotransperi. 
toneoperineal operation performed in one or two 
stages. 


Epstein, A., and Fedorejeff, A.: How Dangerous is 
Biopsy in Cases of Malignant New Growths? 
(Inwiefern sind die Probeexcisionen bei boesartigen 
Geschwuelsten gefaehrlich?) Arch. f. klin, Chir., 
1931, clxv, 357. 

As a brief study of the newer literature did not 
give a clear picture of the dangers of biopsy, the 
authors examined the reports on 1,581 biopsies done 
in the cases of 5,450 patients admitted to the clinical 
department of the Onkological Institute in Lenin- 
grad since October, 1926. In 1,222 cases only 1 
specimen was removed, but in the remaining 350 the 
biopsy was repeated. The last were cases in which it 
was desired to gain a better idea of the efficacy of 
different therapeutic procedures. Eighty-one and 
seven-tenths per cent of the cases showed positive 
findings. Carcinoma was diagnosed in 63.9 per cent, 
sarcoma in 3.53 per cent, and lymphogranuloma in 
13 cases. 

The dangers of biopsy are infection, haemorrhage, 
and stimulation of the tumor to more rapid growth. 
The author’s study was directed particularly to these 
3 possibilities. Fever followed the biopsy operation 
in 4 per cent of the cases of carcinoma and in 19 per 
cent of the cases of sarcoma. Infection in the biopsy 
incision occurred in a case of cancer of the upper 
jaw. The only fatal infection occurred in a neglected 
case of carcinoma of the uterus in which resistance 
was destroyed by the disease. Acceleration of the 
growth was noted in 4 cases of carcinoma and in 1 
case of sarcoma. Minor hemorrhages occurred 19 
times, but in no instance required much attention. 
A special relationship between the complications and 
the type of tumor could not be shown on account of 
the small number of cases of sarcoma as compared 
with the number of cases of carcinoma, but fever and 
acceleration of growth occurred more often in 
sarcoma. 

Classification of the biopsies according to the 
complications and the organ affected shows that of 
923 biopsies on the uterus, infection occurred in 
only 30 per cent (among these was the fatality men- 
tioned). Biopsy of tumors in the infected cavities 
(mouth and nose cavities and the rectum) was fol- 
lowed by elevation of temperature in from 6 to 16 
per cent of the cases. Special care must be exercised 
in cases of tumor of the mammary gland. Of 4 
biopsies performed on the breast 3 were followed by 
a noticeable stimulation of the tumor growth and 1 
caused hemorrhage in addition. Acceleration of 
tumor growth occurred also in a case of carcinoma of 
the maxilla and a case of carcinoma of the larynx. 

The author summarizes the important facts re- 
garding biopsy as follows: 

Complications following biopsy are the exception. 
Sarcoma appears to be stimulated in growth more 
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often than cancer. For the prevention of complica- 
tions, immediate subsequent radical operation, elec- 
trocoagulation, or chemical cauterization, and 
preparatory irradiation are recommended. When the 
nature of the tumor is not clear and the skin above 
the growth is apparently normal, the regional lymph 
glands should be removed at the same time if they 
are movable. When the tumor involves the mucosa, 
the ring-shaped diathermy electrode should be 
employed. In cases of tumor of the breast, histo- 
logical examination should not be made unless a 
radical operation can be performed at once if it 
should be necessary. Smaller nodular tumors should 
be removed with a wide margin of healthy tissue. 
In cases of small, circumscribed tumors and mobile 
metastatic glands, total extirpation of the tumors 
with the glands may be done in the surgeon’s office. 
A. Stapr¥ (Z). 
DUCTLESS GLANDS 


Bulger, H. A., and Barr, D. P.: The Relation of the 
Parathyroid Glands to Calcium Metabolism. 
Ann. Int. Med., 1931, V, 552. 


Clinical hyperparathyroidism presenting the 
features produced by the injection of parathyroid 
extract is recognized as a definite entity and en- 
countered most often in association with the multiple 
lesions of osteitis fibrosa cystica. In a number of 
cases it has been arrested completely by removal of 
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the parathyroid tumors of hyperplastic tissue. Of 
eighteen surgically treated cases cited by the 
authors, the serum calcium was decreased, the 
progress of the disease and the formation of bone 
cysts were arrested, and recalcification of the bones 
occurred after the operation in sixteen. 

The authors suggest that multiple myeloma may 
have some relation to hyperplasia of the para- 
thyroids as in this condition also there is a dis- 
turbance of the calcium balance, and that metastatic 
tumors of bone may be associated with similar 
conditions. They believe that the hyperplasia of the 
parathyroids in rickets and osteomalacia is a com- 
pensatory rather than a primary phenomenon since 
in these conditions there is a tendency toward a low 
serum calcium and tetany and the bone changes are 
different. The principal cause of the development of 
rickets and osteomalacia is a deficiency of ultraviolet 
light and Vitamin D. 

The signs of abnormal parathyroid function in- 
clude changes in the serum calcium, excessive ex- 
cretion of calcium in the urine, decalcification of the 
skeleton, and the deposition of calcium in the tissues. 
As a rule the condition can be diagnosed most easily 
from changes in the serum calcium, but occasionally 
the serum calcium remains within the normal limits. 

The serum calcium rises slightly when the serum 
protein is high and falls when the serum phosphate 
is high. FRANK B. Berry, M.D. 
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